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Ferry, G.: The Diagnosis and Treatment of Frac- 
tures of the Base of the Skull: Thirty-One 
Cases (Contribution a l’étude du diagnostic et du 
traitement des fractures de la base du crane d’aprés 
31 observations). Rev. de chir., Par., 1923, xlii, 117. 


There is considerable diversity of opinion in re- 
gard to the treatment of fractures of the base of the 
skull. The majority of surgeons, however, still favor 
Quénu’s method of lumbar puncture in series. This 
has been used at the Sencert surgical clinic at Strass- 
burg for the past three years. 

This article is based on thirty-one cases treated by 
the Quénu method supplemented by the treatment 
of shock, the application of ice to the head, antisepsis 
of the facial cavities, and measures to keep the 
bowels open. Trephination was done subsequently in 
only two cases; both of these were fatal. The 
trephination was unilateral and subtemporal, and in 
both cases was warranted by meningeal complica- 
tions. 

In the thirty-one cases there were fifteen deaths, 
a mortality of 48.38 per cent. Some of the fatal 
cases were so grave that any treatment was hope- 
less. In eight of the. cases in which death resulted 
early the fluid drawn by lumbar puncture was al- 
most pure blood but the pressure was no greater 
than normal. Accordingly, there was not much 
localized compression and the efficacy of Cushing’s 
operation in such cases appears doubtful. If the 
nine hopeless cases are excluded, the mortality falls 
to 27.27 per cent. In the sixteen cases in which 
recovery resulted the number of punctures varied 
from two to nine. The fluid drawn was bloody in 
two cases, blood-stained in seven, blood-tinged in 
five, and clear in one. It was under medium pressure 
in seven cases, under high pressure in eight, and 
under late high pressure in one. 

If the lumbar fluid is freely bloody and under 
medium or slight pressure, very severe concussion 
and cerebral contusion is to be feared rather than 
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compression: The prognosis is very unfavorable; 
neither puncture nor trephination gives much hope. 
If the fluid is less bloody or only blood-tinged and 
under medium pressure or pressure slightly greater 
than normal, treatment by puncture or trephination 
offers a more favorable prognosis. 

The symptoms of meningeal infection greatly 
modify the prognosis and even the therapeutic 
indications. In six of the thirty-one cases these 
appeared at periods ranging from the fourth to the 
fourteenth day, but even in cases of post-traumatic 
meningeal reactions lumbar puncture is of the great- 
est curative value. 

Ferry concludes from his study that lumbar 
puncture in series is most beneficial in fractures of 
the base of the skull. Subtemporal trephination may 
be done to supplement it when the occipital foramen 
is blocked and when there is localized cerebral com- 
pression. W. A. BRENNAN. 


EYE 


Mann, I. C.: Some Congenital Anomalies of the 
Eye and Their Confusion with Acquired Con- 
ditions. Lancet, 1923, cciv, 743. 


Lesser abnormalities of the eye may sometimes 
simulate pathologic states. The author calls atten- 
tion to the similarity between the early stages of an 
optic neuritis and papilloedema and the pseudo- 
neuritis often associated with high hypermetropia 
and high degrees of astigmatism. The symptoms 
associated with high degrees of hypermetropia may 
simulate those of increased intracranial pressure. 
In certain instances a coloboma of the disk and a 
glaucomatous cup may be confused. In the former 
the vessels are usually not seen at the bottom of the 
cup, while in the latter central vessels are seen and 
the fields show the characteristic contraction. 

The conditions which may be confused with be- 
ginning glioma retinz are the various degrees of per- 
sistent hyaloid artery. The appearance of the 
anterior chamber in these cases is often of assistance. 
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In the former condition it is more apt to be nar- 
rowed, while in the latter it is normal or deeper than 
normal. In retinitis and choroiditis one must differ- 
entiate between patches of exudate, hemorrhages, 
areas of choroidal atrophy, the presence of opaque 
nerve fibers either at the edges of the disk or along 
the courses of the larger vessels, the presence of 
the posterior vortex vein which may simulate a 
large haemorrhage, and congenital coloboma of the 
choroid. 

The congenital anomalies of the parts of the eye 
anterior to the vitreous are as a rule more obvious. 
The chief signs of an old iritis which may lead to con- 
fusion are irregularity of the pupil, the presence of 
organized exudate and adhesions to the anterior 
capsule of the lens, and the alteration in color. 
When there is irregularity of the pupil, coloboma 
of the iris, polycoria, and corectopia must be con- 
sidered. 

True adhesions of the iris to the anterior capsule 
of the lens may occasionally be found in polycoria and 
corectopia. More commonly they are simulated by 
tags of persistent pupillary membrane. As a rule 
these are attached to the anterior surface of the iris a 
little way from the margin while the true iritic syne- 
chia springs from the edge of the pupil. In congenital 
heterochromia iridis the absence of signs of inflam- 
mation and atrophy will be noted. Coloboma of the 
lids and congenital opacities of the cornea must be 
differentiated from the results of trauma. 

Congenital ptosis may be unilateral or bilateral. 
In slight cases the lids may show movements asso- 
ciated with mastication and deglutition. In all cases 
of congenital ptosis the pupillary reaction and ac- 
commodation are normal. When the history is vague 
the possibility of a luetic syndrome, myasthenia 
gravis, incipient bulbar palsy, and cerebral tumor or 
abscess must be considered. In cases of squint, con- 
genital defects of the muscles or nerves must be 
ruled out. It should be remembered that inequality 
of the pupils may accompany marked dissimilarity 
in the refraction of the two eyes. Congenital nystag- 
mus is generally associated with some defect which 
hinders central fixation and this must be looked for 
to allay the suspicion of a neurological condition. 

Avucustus B. DyKMAN, M.D. 


Parker, W. R.: Visual Changes Due to Sinusitis— 
Report of Two Cases. J. Michigan State M. Soc., 
1923, Xxi, 177. 

Parker reports two cases of visual defect due to 
sinusitis, one case of blindness in one eye and vision 
reduced to objects in the other, and one case of 
retrobulbar neuritis with loss of central vision. In 
the first case clinical examination was negative ex- 
cept for suggestive X-ray findings. The second case 
was relieved by drainage of the sinuses following 
operation on the septum. The case histories with 
perimetric charts are given in detail. 

The chief points of interest in the first case were 
the indefinite findings of the X-ray and nasal 
examination, the swelling of the disks, the late 
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choroidal changes, and the character of the fields, 
Vision in the right eye varied from 6/7 to normal, 
Vision in the left eye varied from the ability to see 
144 ft. up and in only, otherwise shadows, to 
normal, in a period of two years ten months. The 
fields in this case showed a concentric contraction 
for form and color with a segmental contraction 
down and in in the right eye and up and in in the 
left eye. In the right eye there was an enlarged 
blind spot, and in the left a small scotoma between 
the disk and macula. Operation on the posterior 
ethmoids and sphenoids with evacuation of 2 dr. of 
pus from each side brought about an increase in 
vision and improvement in the fundus findings. 
The choroidal changes were noticed after operation, 
beginning with slight pigment migration below the 
inferior temporal vessels and below the macula. 
Later ophthalmoscopic examination showed slight 
pigment disturbance throughout the entire fundus. 

In the second case vision at the onset was 6 6 in 
the right eye, and with the left eye the patient was 
able to count fingers up and out. External examina- 
tion was negative. The tension was normal. The 
right eye showed clear media, a hazy posterior 
vitreous, and a hyperemic disk. In the left eve the 
disk was oedematous, the veins were engorged, and 
there was an indistinct foveal reflex. The ficlds of 
the right eye were normal. In the left eye there 
was a large central scotoma and no green field. In 
this case the X-ray showed no evidences of discase 
in the sinuses and the sinuses were negative clini- 
cally. The nasal septum was deviated. Seven days 
after a submucous resection marked improvement 
in vision was noted. The central scotoma had dis- 
appeared. 

Parker refers to the theories regarding the 
causation of retrobulbar neuritis, especially those 
regarding sinusitis, and mentions three responsible 
factors, viz.: (1) pressure on the optic nerve by 
oedema, (2) inflammation of the orbital portion of 
the optic nerve beginning in the orbital canal, and 
(3) the presence of a general infecting or toxic agent 
in the blood. He believes that in the two cases 
reported the difference in the field findings was 
dependent upon varying degrees of pressure on the 
optic nerve and sheath due to oedema of the nerve 
and the lining of the posterior ethmoid cells. It is 
a well-known fact that cases of old pan-sinusitis 
rarely show visual disturbances, possibly because 
an immunity has been developed. 

Willbrand and Saenger contend that cases of 
retrobulbar neuritis should be classified into three 
groups, viz.: (1) axial neuritis with a central scotoma, 
(2) peripheral interstitial neuritis with concentric 
contraction of the field, the central vision remaining 
intact, and (3) diffuse inflammation, as in acute 
myelitis. 

With regard to diagnosis the author states that 
reliance must not be placed entirely on the X-ray 
findings, and that the choroiditic changes noted in 
Case 1 were due probably to the toxic element that 
produced the lesion causing the field changes. 
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In the treatment, drainage of the sinuses may be 
indicated on the basis of the field changes alone, 
provided that toxic substances which might produce 
similar field changes and certain general diseases 
such as multiple sclerosis are ruled out. 

Aucustus B. Dyxman, M.D. 


Whitmire, A.: Fundamental Considerations in 
the Correction of Squint. Arch. Ophth., 1923, lii, 
242. 

Whitmire reviews various theories regarding 
squint and discusses the cosmetic and health 
benefits which are derived from operative inter- 
ference resulting in parallelism. He advises his 
patients to discard their glasses after operation. 
He modifies Reese’s operation by passing a No. 10 
silk suture into the muscle proximal to the Prince 
forceps after the tendon has been divided at the 
scleral attachment. This causes the severed edges 
to bend outward. Vircit Westcott, M.D. 


Mancilla, G. A.: A Cavernous Angioma of the Orbit 
(Angioma cavernoso de la 6rbita). Rev. méd. de 
Sevilla, 1923, xlii, 26. 

The author reports the case of a man 29 years old 
who complained of pain in the left eye and over the 
left temporal area which was associated with promi- 
nence of the eye, diminution of vision, and occasion- 
ally double vision. The condition began five years 
previously. Two years ago he had a catarrhal con- 
junctivitis in both eyes and the left eye remained 
inflamed for three months. Since then, all of the 
symptoms had been gradually increasing. There 


was no history of infectious diseases, syphilis, or 
injury. 

Examination of the left eye revealed marked 
exophthalmos. The globe was pushed downward 
and inward. There was ptosis of the upper lid which 
was under marked tension. The conjunctiva was 
injected. The globe was of normal size and under 


normal tension. Vision was 20-40. There was 
limitation of the motion of the globe in all directions 
but especially upward. There was vertical diplopia. 
The fundus and media were normal except for 
slight hyperemia of the disk. The visual fields 
were normal for shape and color. The right eye was 
normal. 

On palpation, a circumscribed, movable, regular, 
non-fluctuating, non-pulsating, soft mass was felt 
between the globe and the upper and outer rim of 
the orbit but not attached to either. This mass 
extended so far into the orbit that its entire extent 
could not be determined. On auscultation no bruit 
or souffle was noted. On aspiration, pure blood was 
withdrawn. 

_ At operation the tumor was exposed by making an 
incision over the upper and lateral border of the 
orbit and pushing the soft tissues back. It was 
found to extend as far as the apex of the orbit and 
to be situated in the funnel-shaped space formed by 
the ocular muscles. After its removal the wound 
was closed around a small drain. Healing was 
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complete in fifteen days. After a period of a few 
months all signs and symptoms had disappeared. 
Vision and the motility of the globe returned to 
normal. 

The tumor was about 4 cm. in its widest diameter, 
red, and soft. Microscopic examination showed it 
to be a typical cavernous hemangioma with no 
evidence of malignant degeneration. 

The author was able to find only eighty-three 
cases reported in the literature. 

FRANKLIN P. Scnuster, M.D. 


Roy, D.: Tuberculoma of the Orbital Cavity. 
Literature. Arch. Ophth., 1923, lii, 147. 


The author states that a diagnosis of tuberculosis 
of the eye made on the basis of ocular lesions asso- 
ciated with pulmonary tuberculosis, bone tuberculo- 
sis, or general tuberculosis in other parts of the body 
proved by the presence of. the tubercle bacilli or 
pathologic tissue changes characteristic of tuberculo- 
sis is much more apt to be correct than a diagnosis 
based only upon the reaction to the tuberculin test 
or benefit derived from injections of tuberculin. In 
reviewing the literature Roy was impressed with the 
frequent lack of thoroughness in the diagnosis, such 
as neglect to use known clinical, serological, and 
histological tests. 

In this article he reports a case of tuberculoma of 
the orbital cavity occurring in his own practice and 
abstracts case reports from the literature. 

C. Corsin YANcey, M.D. 


Williamson-Noble, F. A.: Endothelioma of the 
Orbit. Brit. J. Ophth., 1923, vii, 222. 


Williamson-Noble reports two cases of endo- 
thelioma of the orbit. 

Case 1 was that of a girl 15 years old who had 
proptosis of the right eye for two months. Move- 
ment out and down was greatly limited, and move- 
ment up and in slightly limited. The pupil was 
inactive and the disk pale. Vision was fingers at 
4 ft. The eye was enucleated and the growth re- 
moved. The structure resembled carcinoma of the 
breast. A diagnosis of scirrhous endothelioma 
arising from proliferation of the endothelial lining 
of the blood vessels was made. 

Case 2 was that of a boy 3'% years old. Exami- 
nation revealed chemosis, dilation of the pupil, 
some swelling of the disk, and proptosis. There 
was no perception of light. Movement was im- 
possible. When the eye was enucleated the orbit 
was found filled with a hard mass which apparently 
passed through the sphenoidal fissure. The boy 
died with signs of an intracranial growth. The tumor 
contained bone and cartilage cells and involved the 
lachrymal gland. The optic nerve was not involved 
by the growth but showed signs of compression. 
While this tumor was not a typical endothelioma, 
it could not be regarded as a sarcoma. It was rather 
a teratoma of the orbit with many endothelial cells 
forming blood spaces. Virc L Westcott, M.D. 
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Killick, C.: The Treatment of Conical Cornea. 
Brit. J. Ophth., 1923, vii, 264. . 

Killick urges the more frequent use of Placido’s 
disk to diagnose early cases of keratoconus. He 
— six cases. As a rule the treatment is sur- 
gical. 

The pathology is not fully known. The cornea is 
greatly thinned and on microscopic examination 
Bowman’s membrane is found intact but thinned 
and wrinkled. Descemet’s membrane is unchanged. 

In early cases complete rest of the eyes, the 
application of a firm pressure bandage, and general 
care are beneficial but do not cause flattening of the 
cornea. 

The main operative measures are cauterization 
of the cornea, with or without perforation and 
combined if necessary with (1) optical iridectomy 
and tattooing, (2) sclerectomy, (3) excision of the 
apex of the cone, (4) extraction of the lens, (5) 
iridodesis or the iridencleisis operation of Critchett. 

In one of the author’s cases a simple cataract 
extraction was done. As the lens was almost trans- 
parent throughout, a fair amount of “after-cata- 
ract” remained. Then, as Critchett found that 
vision in keratoconus is improved by narrowing the 
pupil or making it resemble a stenopoeic slit, 
Killick made a narrow vertical opening in the cap- 
sule by discission. Marked improvement in vision 
resulted. 

The method described is advanced as rational, 
simple, and without great danger. It causes no 
disfigurement and can be done in a reasonable 
length of time. STEPHEN A. ScHusTER, M.D. 


Jones, C. P.: Interstitial Keratitis Due to Focal 
Infection. Am. J.Ophth., 1923, 38.vi, 461. 


This article is the report of a very interesting case 
of interstitial keratitis which had been vigorously 
treated with anti-syphilis remedies for months. 
There had been no improvement and the other eye 
had become affected. The condition progressed to 
complete opalescence of the cornee and total blind- 
ness. The infection was in the tonsils and the roots 
of nine teeth. Very soon after these foci were re- 
moved the patient began to see, and within eight 
months vision had increased to 20/20 in each eye. 

Tuomas D. ALLEN, M.D. 


Forster, A. E.: A Review of Keratoplastic Surgery 
and Some Experiments in Keratoplasty. Am. 
J. Ophth., 1923, vi, 366. 


After reviewing the attemps at keratoplasty made 
during the last hundred years and ascribing the 
failures to the fact that tissue cannot be trans- 
planted from one species to another, Forster re- 
ports the results of operations performed on six 
cat eyes. 

An equilateral triangle of 7 to 8 mm. having been 
outlined on the cornea, the entire area was cut out, 
placed in sterile oil, and then replaced and sutured 
with its angles transposed. The sutures were 


sterilized in oil. The lids were not sutured but 
remained closed for from one to three days and 
half opened for a week longer. In five cases the 
cornea healed in the same plane and was only 
slightly hazy. In one case it was opaque and 
staphylomatous. Fundus details could be made 
out in all but one case. Vircit Westcort, M.D. 


Li, T. M.: Primary Ring Sarcoma of the Iris. 
Am. J. Ophth., 1923, 38. vi, 545. 


Li reports a case of ring sarcoma of the iris with 
impaired vision, increased tension, and contracted 
fields above and on the nasal side. A short time 
before he was examined by the author the patient 
had noted blurring of vision and on several occa- 
sions the eye had been bloodshot. There was no com- 
plaint of pain. Two years previously a piece of steel 
had been removed from the eye. Microscopic ex- 
amination showed a ring sarcoma of the iris with 
extension into the anterior portion of the ciliary 
body and around the entire circumference of the 
filtration angle. The optic nerve showed deep 
glaucomatous cupping with cavernous atrophy. 

Vircit Westcott, M.D. 


Hughes, W. F.: Cataract Extraction and Com- 
plications. J. Indiana State M. Ass., 1923, xvi, 79. 


In selecting the method of treatment the operator 
must consider his own technical ability and experi- 
ence, the nature of the cataract, and the characteris- 
tics of the patient. Among the points of importance 
are the corneal or sclero-corneal section, the iridec- 
tomy, and the treatment of the lens capsule. Refer- 
ence is made to the treatment of the lens capsule 
advocated by Smith and Savage. The intra-capsular 
operation performed by Smith the author believes is 
falling into disuse in this country because of its many 
disastrous results. 

With regard to the Barraquer operation, Hughes 
states that in selected cases and when the operator 
is experienced there is little, if any, danger, though 
defects are always apt to be present in any mechani- 
cal instrument and hemorrhage into the anterior 
chamber acts as a serious hindrance to the Barraquer 
technique. The complications include expulsive 
hemorrhage, squeezing of the lids, and contraction 
of the ocular muscles. Squeezing can be controlled 
by the use of a lid elevator, and contraction of the 
ocular muscles by the method of Anguluccior McRey- 
nolds. The importance of careful irrigation of the 
conjunctival sac before the operation is stressed. 
Other foci of infection in the teeth, the nose, and the 
throat should be searched for and treated. 

Hughes quotes Staub regarding inflammation of 
the eye caused by resorption of the crystalline lens 
matter in eye lymph. Trauma to the iris is of little 
importance. The origin of the inflammation is to 
be sought in the chemical action of the remains of 
the crystalline lens. Staub’s theory is cited as a 
reason for the removal of traumatic cataracts to 
prevent iridocyclitis. Secondary operations are 
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necessitated chiefly by the extraction of unripe 
lenses, as these do not separate as completely from 
the capsule as ripe lenses. 

Avucustus B. Dyxman, M.D. 


Pollock, W. B. I.: The Treatment of Early Opacities 
in the Senile Lens, with Demonstration of Six 
Cases. Glasgow M. J., 1923, n.s. xvii, 32. 


Nearly all ophthalmic surgeons have at times 
seen traumatic cataract partly absorbed. A certain 
number of cases of spontaneous absorption of senile 
cataract are also on record. These, however, are 
comparatively rare. 

Experience has shown, especially in the last twenty 
years that the alkaline treatment of senile cataract 
is successful and that the results are not due to 
spontaneous absorption nor to the clearing of vit- 
reous or fundus opacities. Early treatment is re- 
commended, before the vision falls below 6/12. 
Potassium iodide, acetate, citrate, and chloride are 
used as drops. Tuomas D. ALLEN, M.D. 


Young, G.: On Macular Perception in Advanced 
Cataract. Brit. J. Ophth., 1923, vii, 167. 


In this article Young presents a case of high 
myopia with extensive choroiditis to demonstrate 
his method of ascertaining macular perception in 
advanced cataract. His outfit consists of four disks 
which fit the trial frame. The first disk to be used 
is a cross thread and serves merely to center the 
trial frame. The others have one, two, and three 
pinholes, respectively. In the last two mentioned, 
the holes are on the circumference of a circle with a 
diameter of 3 mm. With the one-hole disk in place 
the patient is brought very close to a frosted globe 
in a dark room and requested to look for a spot of 
light. The other disks are then inserted, and if the 
patient sees two or three spots, macular perception 
is considered good. Vircit Westcott, M.D. 


Pitt, G. N., Shaw, H. B., Moore, R. F., Bardsley, P., 
Adams, P., and Others: Discussion on the 
Significance of the Vascular and Other Changes 
in the Retina in Arteriosclerosis and Renal 
Disease. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Med. & Ophth., 1. 


Pitt stated that this was asubject whichinterested 
both the physician and the ophthalmologist. He 
hoped that the discussion would make clear the rela- 
tion between the amount of blood urea and the de- 
velopment of the retinal changes, and the relation of 
the retinal changes to arterial pressure and arterio- 
sclerosis. 

SHAW reported that in a large series of cases in 
which the heart was hypertrophied the sign of hyper- 
Piesis varies so greatly that in a few days it will fall 
from a maximum toa minimum not far from normal. 
Therefore it does not seem probable that it is due to 
such a stable condition as sclerosis of the middle 
coat of the vessels or a proliferation of the cells of the 
intima. He attributes it to the presence in the blood 
of a variable amount of poison which causes changes 
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in the vessels. The silver wire appearance of the 
retinal vessels, he stated, is due to thickening of the 
middle coat, while the irregularity of the lumen is 
due to the thickening of the intima. He compared 
the retinal hemorrhage to the petechiz of infective 
disorders. He stressed the facts that persons with 
renal retinitis live only a few years while those with 
arteriosclerosis live a great number of years, and the 
changes in arteriosclerosis are slow while those of 
renal origin are more acute. He cited eclampsia as 
demonstrating that changes in the retina are due to 
disordered blood states rather than changes in the 
kidney or retinal vessels. 

Moore endeavored to establish the three follow- 
ing propositions: 

1. The ophthalmological appearances of arterio- 
sclerotic retinitis are distinctive. ; 

2. The retinal exudates are the result of local 
vascular disease. 

3. In the length of life and the manner of death 
there is a sharp contrast between cases of renal and 
arteriosclerotic retinitis. 

BARDSLEY stated that he had long attributed 
retinitis and sclerosis to toxemia. If the ophthal- 
moscope shows advanced sclerosis with gross retinitis 
and thisis associated with albuminuria, termination of 
life may be forecast inmonths or weeks. The sclerosis 
is the index of the chronicity of the intoxication. 

ADAMs stated that in a study of 159 cases of retinal 
disease associated with arteriosclerosis he found that 
the patients lived to an advanced age unless albu- 
min was present in the urine. The older the patient 
at the time of the onset of the eye symptoms the 
better the prognosis. 

ELuts reported that he was making a study of 
renal function in all cases of retinitis. Two facts 
so far determined are: (1) the constancy of high 
blood pressure in these cases, and (2) the possibility 
of dividing them into two groups, those with and 
those without gross disturbance of kidney function. 
In cases with impairment of kidney function uremia 
usually follows in a short time. Patients without 
impairment of the kidney live longer but usually die 
of vascular disease. 

HAwrTHorneE objected to the nomenclature because 
the terms “toxic,” “renal,” and “arteriosclerotic”’ 
retinitis are based on undemonstrated hypotheses. 

GASKELL pointed out that one disease involved the 
kidney and the other the vascular system. 

CLARKE stated that high blood pressure is one of 
the symptoms of hemorrhagic retinitis and suggest- 
ed that in cases of hemorrhage or exudate or both 
in only one eye the tension of both eyes be deter- 
mined. 

Davies reported that of fifteen cases of apoplexy 
nine showed marked arteriosclerosis. In four cases 
the signs of arteriosclerosis were slight, and in two 
the arteries were normal. Only one patient had 
hemorrhagic retinitis. 

Pitt pointed out that while arteriosclerosis and 
cerebral hemorrhage may co-exist, they are separate 
entities. A small retinal hemorrhage is more apt to 
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indicate thrombosis with extravasation than a rup- 
ture. Pitt bases his prognosis on the blood urea 
and the kidney efficiency. 

FrILinc reported thirty cases which he divided 
into two groups, those which he called ‘‘arterio- 
sclerotic”? and those he designated as ‘‘renal.”” In 
the renal group he placed those with a definite 
history of acute nephritis, the persistent presence in 
the urine of large amounts of protein, and well- 
marked oedema. The average age of these patients 
was 43.8 vears. All of them had bilateral retinitis. 
In the arteriosclerotic group the average age was 
63.3 years. Sixty per cent had a unilateral retinitis. 

FIsHer stated that if we accept the toxic origin 
of the retinal changes the toxin should be found 
abundantly in the urine and in low concentration in 
the blood in the arteriosclerotic cases while in the renal 
cases the reverse would be true. 

Harrorp drew attention to the fact that phobias 
are an essential element in advanced cases of renal 
disease, especially that complicated by ocular dis- 
ease. Vircit Westcorr, M.D. 


Buchanan, L.: Monocular Optic Neuritis. Bri/. J. 
Ophth., 1923, Vii, 170. 

Buchanan reports four cases of acute monocular 
optic neuritis following exposure to cold. All were 
those of healthy women under middle age with no 
other symptom to indicate a cause for the papilloc- 
dema except the exposure to cold. Light perception 
was abolished in two of the cases and doubtful 
in the others. There was no involvement of the 
ocular muscles and no exophthalmos. The treat- 
ment consisted in rest in bed in a dark room, blister- 
ing of the temple, and the internal administration of 
a mixture of acetate and iodide of potassium and nux 
vomica. The vision improved in every instance. 

Virctt Westcott, M.D. 


Neame, H.: Two Cases of Tumor of the Optic 
Nerve. Bril. J. Ophth., 1923, vii, 209. 

Because of its rarity, Neame reports two cases of 
tumor of the optic nerve. 

Case 1 was that of a boy 14 years old. For six 
years the mother had noticed that the left eye was 
growing larger. The right eye was normal. The 
left was proptosed and distinguished objects only 
as shadows. The pupil and tension were normal, 
and movement in all directions was good. The left 
disk was pale. There was no cup or swelling. While 
choroidal vessels were present in both eyes, those in 
the left were more apparent, and several passed to 
the disk and there disappeared. 

The external canthus was divided. The external 
rectus was severed between sutures, and the eyeball 
drawn forward. The orbit was found filled with an 
elastic mass, but a small portion of the nerve was 
uninvolved behind the globe. The mass was removed 
by blunt dissection and the nerve cut near the eye- 
ball. The external rectus was sutured and the orbit 
drained. The lids were then sutured. 
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Swelling was so great that the lid sutures cut and 
a keratitis developed which left an opacity. The 
power of the levator palpebre was lost, the eve was 
abducted, and the iris and optic nerve were atro- 
phied. The anterior portion of the optic nerve was 
widened into a sac. The optic nerve was normal 
half way back and then widened out. The new 
formation was composed of nucleated tissue with 
fibrils in a network structure. A diagnosis of 
gliomatosis was made. 

Case 2 was that of a woman 79 years old. The 
right eye had been blind for many years but had 
been prominent for only three weeks. Examination 
revealed moderate proptosis, slight limitation of 
movement, a slight rise in tension, a mature cataract, 
and no light perception. 

Excision of the globe was begun but only a partial 
exenteration was done because a mass was felt in 
the orbit. About the optic nerve a hard irregular 
mass was found. There was complete absence of the 
medullary sheath. The fibrous tissue of the lamina 
cribrosa was increased. A diagnosis of endothelioma 
was made. VireiL Westcott, M.D. 


EAR 


Pohlman, A. G., and Kranz, F. W.: The Effect of 
Pressure Changes in the External Auditory 
Canal on the Acuity of Hearing. Ann. Otol., 
Rhinol. & Laryngol., 1923, xxxii, 545. 


As up to the present time no satisfactory method 
has been devised for testing the acuity of hearing 
in any animal except man himself, experimental 
work has been limited. The Webster phonometer is 
the most sensitive type of physical apparatus for 
the detection of sound. 

The problems under consideration in this article 
are: (1) the optimum air pressure in the external 
auditory canal for acuity of hearing: (2) the quanti- 
tative effect on acuity of hearing of increases and 
— in the air pressure in the external auditory 
canal. 

Three tests were made, and the third test was re- 
peated by using a small head type of telephone 
receiver instead of a thermophone. A vacuum tube 
oscillator was employed for the generation of clec- 
trical currents of the desired frequency, anda ther- 
mophone for the transformation of the electrical 
energy into sound energy. 

The authors reach the following conclusions: 

Under normal! conditions the human middle car 
is probably under slight negative pressure. 

A negative pressure of 10 cm. of water in the air 
of the external auditory canal increases the acuity 
of hearing by a factor of three. 

A negative pressure of about 10 cm. of water ap- 
pears to improve the transmission of sound through 
the middle ear, probably by decreasing the tension 
of the drum membrane, increasing the tension of 
the connective-tissue attachment of the drum mem- 
brane to the malleus, and balancing the air pressure 
on the two sides of the membrane. 
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The more or less constant negative pressure 
reading seems to suggest that the tuba auditiva does 
not open to balance the pressure on the two sides 
of the membrane as is commonly assumed. 

The variations in the acuity of hearing under 
these conditions seem to indicate that steps in the 
in the intensity of ratio of 5. or even perhaps 10, are 
sufficiently accurate for all usual purposes in deter- 
mining the curve of minimum audibility. 

James C. M.D. 


Shambaugh, G. E.: The Structure and Function 
of the Crista Ampullaris. Ann. Olol., Rhinol. 
& Laryngol., 1923, Xxxii, 443. 

In the author’s opinion conclusions drawn from 
models are of very limited value as it is impossible 
to construct models having even the remotest re- 
semblance to the delicate, complicated structure in 
the membranous labyrinth. Neither are experi- 
ments based on the results of operation on parts of 
the internal ear of lower animals of much assistance 
in the attempt to analyze the normal reactions of the 
end organs as operation is impossible without causing 
the escape of the labyrinth fluids. Reliance for an 
explanation of the reactions in the labyrinth result- 
ing in a stimulation of its end organs must be placed 
chiefly on investigations made on the human being. 

The normal stimulation of the crista is the result 
of endolymph movements against the sides of the 
cupola. In the author’s opinion this motion of the 
endolymph is the result of the to-and-fro movements 
imparted to the fluid by the pulsation in the laby- 
tinth artery. Clinical evidence indicates that this 


is the correct explanation of the origin of labyrinth 
tonus. 

Shambaugh discusses the fistula phenomena, the 
caloric experiment, and the phenomena of fatigue 


in some detail. James C. Braswett, M.D. 


Dennis, F. L.: The Practical Diagnostic Value of 
Tests of the Vestibular Mechanism. An. Otol., 
Rhinol. & Laryngol., 1923, Xxxii, 160. 


The author emphasizes the need for a uniform 
technique in conducting the examinations and for a 
uniform nomenclature in recording the findings. 
One observer douches with water at 68 degrees F., 
while others use water at 65 or 55 degrees F. 
A faulty position of the head in turning or douching 
may cause apparent perversion or inversion of the 
nystagmus. 

It is important that the examinations be made by 
one trained in otology, and worked out with a 
neurologist who is familiar with the findings of 
vestibular tests. 

Intracranial lesions are difficult to localize on 
account of the variable response to pressure. Pres- 
sure affects remote parts of the brain as well as near 
areas, and good judgment is required to decide 
when a given finding is due to distant or near-by 
pressure. 

The loss of responses from the vertical canals in 
cases in which there is probably no organic central 
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lesion may be explained by the selective action of 
certain toxins for certain parts of the nervous path- 
ways to the exclusion of others. We kriow that, 
even in cases of central lesion, distant pressure can 
ablate the responses from the verticals and not so 
affect those from the horizontals. It is a fact also 
that after the turning of normal persons vertical 
nystagmus is much shorter in duration than hori- 
zontal nystagmus. 

Anomalies of past-pointing after stimulation are 
frequently encountered. This may be due to the 
fact that past-pointing is a voluntary act. The 
findings of past-pointing are often disregarded 
unless confirmed by the findings of vestibular tests. 

The author reports ten interesting cases in detail. 

James C. Braswe tt, M.D. 


Mackenzie, G. W.: Some Remarks on Nystag mus. 
Ann. Otol., Rhinol. & Laryngol., 1923, xxxii, 427. 


Nystagmus is of two types, undulatory (oscillatory) 
and rhythmic. In undulatory nystagmus, which is 
due to impaired vision, the to-and-fro movements 
occur with equal rapidity. The visual defect is 
usually central and occurs early in life. In rhythmic 
nystagmus, which is due to paralysis of the external 
ocular muscles, irritative or destructive processes 
in the eighth nerve o1 the middle ear, or lesions of 
the cerebellum, the to-and-fro movements are un- 
equal in rapidity. Vircit Westcott, M.D. 


Bozer, H. E.: Chronic Suppurative Otitis Media. 
Ann. Otol., Rhinol. & Laryngol., 1923, Xxxii, 277. 


Bozer studied the results of treatment in 190 
cases of chronic suppurative otitis media to deter- 
mine whether or not local treatment of the ear had 
any permanent beneficial effect. These cases were 
classified into four types. Cases of Type 1 were 
those in which the discharge was thin and mucoid, 
and arose solely from the eustachian tube. As a rule 
the perforation is of considerable size and situated 
in the antero-inferior quadrant, but in some cases 
the entire tympanic membrane may be absent be- 
cause of a previous active suppurative process of 
the middle ear which has since healed. 

Cases of Type 2 were those in which the sup- 
purative process was confined to the hypotympanum 
and mesotympanum. The perforation of the tym- 
panic membrane may be large or small and situated 
anywhere in the pars tensa. The mucous membrane 
lining the tympanic cavity is often markedly 
thickened and granular in appearance, and secretes 
a thick mucoid fluid containing many leucocytes. 
Areas of necrosis of the bony walls may be present, 
and occasionally there may be necrosis of the lower 
portion of the ossicle. 

Cases of Type 3 were those in which the sup- 
purative process and necrosis involved the attic as 
well as the lower portions of the tympanum. Very 
often the perforation of the tympanic membrane is 
in Shrapnell’s membrane, and most of the sup- 
purative process is concealed. Generally, however, 
the attic seems to be involved secondarily, so that 
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Shrapnell’s membrane is intact. A probe introduced 
from below the level of the anterior and posterior 
folds will find free access into the attic and often will 
dislodge masses of thickened discharge, fragments 
of necrosed ossicles, and portions of a cholesteatoma 
which have collected in that region. 

Cases of Type 4 were those in which there was 
definite suppuration of the antrum and the adjacent 
mastoid cells as well as suppuration and necrosis of 
the lower portions of the ympanum. This is often 
demonstrated by fistulous tracts from the posterior 
canal wall leading into the mastoid cells, the walls 
of which are often necrotic or have been eroded by a 
cholesteatoma. Occasionally, the aditus ad antrum 
is so enlarged by a cholesteatoma that the anatomical 
effect of a radical mastoid operation is produced. A 
radical mastoid operation is indicated in all cases of 
this type. Before operation, preparatory treatment 
should be given to clean the middle ear and its 
appendages as much as possible in order that the 
postoperative care may be shortened. In any of 
the types mentioned an open tube, contributory to 
the discharge, may be present. 

The method of treatment used in the series of cases 
reviewed was essentially a combination of the anti- 
septic, alcohol, and caustic methods described by 
Politzer and called empirically by the author the 
“dry method” in contradistinction to the “wet 
method” in which irrigation is used. All treatment 
was done in the office, the patient not being per- 
mitted to use any treatment at home. In this way 
better observations could be made of the condition 
and its control. 

This study revealed the fact that 54 per cent of 
the patients remained in good condition following 
treatment. The duration of treatment averaged 
about four weeks. A surprising fact was that Types 
3 and 4 often responded most readily. It has been 
customary in the Mayo Clinic to give each case 
with chronic suppurative otitis media a test of treat- 
ment before the radical mastoid operation is advised. 

The conditions which seemed to be factors in the 
recurrence of the discharge from the ear were an 
open tube, head colds, a functioning membrane on 
the promontory which had not been entirely de- 
stroyed and converted into scar tissue by the disease 
process, and the avoidance of aqueous solutions in 
the canals. In 19 per cent of the cases in which the 
ears did not remain dry after treatment there was 
a small amount of moisture due to a functioning 
membrane on the promontory or a discharge from 
the tube. The duration of the disease process before 
the patients presented themselves at the Clinic was 
about fourteen years. Sex and age appeared to be 
unimportant factors. Care not to produce undue 
back-pressure in the nasopharynx and eustachian 
tube when blowing the nose was found to be an 
important factor in the control of the condition in 
the ear as 31 per cent of the patients reported that 
they felt it had a very decided beneficial effect. 

Bozer draws the following conclusions from this 
study: 
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1. About 50 per cent of the patients with long- 
standing, chronic, suppurative otitis media who 
have responded satisfactorily to treatment remain 
in good condition for a period of at least one to two 
and one-half years. 

2. Sex, age, and constancy of discharge have no 
apparent effect on the permanency of the cure. 

3. Long duration of the discharge is not neces- 
sarily an unfavorable factor. 

4. The patency of the eustachian tube and the 
presence of functioning membrane in the middle 
ear must be taken into consideration with the type 
of the disease when a prognosis as to the permanency 
of cure is made. 

5. Local treatment must be well directed and 
continued as long as necessary. 

6. Care in the blowing of the nose is an important 
factor in keeping the ear dry in at least 30 per cent 
of the cases. 

7. Many patients whose ears were cured and 
remained dry would have been subjected to a mas- 

*toid operation if a conservative view had not been 
taken and if local treatment had not been continued 
as long as necessary. 

8. It is reasonably safe to assume that sup- 
purative ear conditions which have responded well 
to treatment will do so again. 

g. Discharge from the tube after the suppurative 
process has been controlled may be considered of 
minor importance so far as true danger is con- 
cerned. 


Thomsen von Colditz, G.: The Treatment of 
Otitis Media with Tuberculin. Ann. Otol., Rhi- 
nol. & Laryngol., 1923, xxxii, 149. 

In the author’s opinion a large part of the skepti- 
cism in regard to the value of tuberculin is due to 
the fact that many men do not know which test is 
indicated in a given case and do not understand how 
to use tuberculin therapeutically. 

Many persons without an active process will 
react to tuberculin because of the delicacy of the 
test and because most persons have had a tuber- 
culous infection at some time. It is essential to 
know how to differentiate the active from the 
latent infection. 

The author reviews the Moro, von Pirquet, 
conjunctival, intracutaneous, and _ subcutaneous 
tests. The subcutaneous test is without doubt the 
most valuable, but as the reaction is severe it is 
sometimes contra-indicated. 

The history should be taken carefully in every case 
of chronic otitis media and if there is reason to 
suspect a previous tuberculous infection the patient 
should be thoroughly tested with tuberculin. 

The author reports five cases of chronic otitis 
media in which the use of tuberculin gave excellent 
results. He draws the following conclusions: 

1. A patient with a chronic suppurating ear 
should always be tested for tuberculosis. 

2. When a patient has a positive reaction to the 
proper tuberculin test, he should be treated with 
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tuberculin, even though other bacteria are found 
in the ear discharge. 

3. A patient reacting positively to a tuberculin 
test should be impressed with the fact that the 
prognosis is good provided he takes treatments 
regularly. 

“4 A mastoid operation should be done only as a 
last resort. James C. Braswett, M.D. 


Dench, E. B.: The Radical Operation in Chronic 
Suppurative Otitis Media: A Consideration of 
the Technique, the Use of the Primary Skin 
Graft, and the Result of the Operation with 
Particular Reference to the Function of the 
Organ. Laryngoscope, 1923, xxxiii, 241. 

In the United States, and especially in New York, 
there seem to be many men who believe that the 
radical mastoid operation should be employed only 
in cases in which the middle ear lesion is threatening 
life and those in which the function of the organ 
has been so decreased by disease that any further 
danger to hearing is impossible. 

There are various opinions as to the success of the 
procedure in obtaining a dry ear. In the author’s 
opinion the chance of success in obtaining a dry ear 
and of preserving the function of hearing depends 
on the operator’s technique. 

The ear should be carefully examined with the 
speculum and with the X-ray. Ordinarily the in- 
cision should extend from the tip of the mastoid 
upward, following the line of the insertion of the 
auricle and % in. behind it. If the mastoid is large 
and pneumatic, it should begin below the tip and 
extend behind the ear far enough to permit exen- 
teration of all the cells, but still rest upon firm bone. 

If the mastoid is sclerotic, the incision should not 
extend below the tip, and the attachment of the 
sternomastoid muscle should be left undisturbed so 
that the planes of the neck will not be opened to 
infection. If the zygomatic cells are extensively 
involved, only the soft parts covering them should 
be incised, the temporal muscle then being elevated 
without cutting. 

The facial ridge should be taken down as low as 
possible, and the floor of the canal should be lowered. 
The hypotympanic and the posterior space should 
be entirely obliterated and the eustachian tube 
thoroughly curetted. Anomalous positions of the 
facial ridge should be borne in mind. 

After the cavity has been formed the most im- 
portant point is the enlargement of the external 
auditory meatus. The cavity must be aerated 
properly if it is to remain dry. This is impossible 
if the cavity is large and the meatus small. 

The author advocates the systematic use of the 
primary skin graft. He employs it in every case 
other than those operated on during an acute ex- 
acerbation of the chronic inflammation. He uses it 
Irrespective of exposure of the sinus or dura unless 
the sinus or dura has been wounded. If the laby- 
rinth has been opened the use of a primary graft 
Is contra-indicated. 
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A large graft completely lining the cavity should 
be employed. The air beneath the graft should be 
removed by a pipette, as recommended by Ballance, 
and the epithelial insert held in place by pledgets of 
sterile cotton. The graft should be forced well down 
into the mouth of the eustachian tube, and lapped 
well over the anterior wall of the canal. After the 
bony cavity has been lined, the redundant portion 
of the graft should be bent forward and the auricle 
replaced. The redundant portion should then be 
drawn through the enlarged meatus and held in 
place by a packing of sterile gauze. 

The author reports the results obtained in a series 
of 480 cases made up of two groups: (1) 112 cases 
operated upon in private practice, and (2) 368 cases 


_ operated upon in hospital practice. 


The hearing was made worse in only a very few 
cases. The author has determined that if a patient 
hears a moderate whisper at 20 ft. and shows no 
evidence of disease of the perceptive apparatus, 
the hearing may be slightly impaired after the 
operation. If he hears the whisper at a distance of 
only 4 ft. or less and there is no evidence of disease 
of the perceptive apparatus, the hearing will prob- 
ably be improved. 

In the entire series of 480 cases there were fourteen 
deaths. In the private cases there were three deaths, 
none of which were due to the operation. Ninety- 
five of the private cases were cured; that is, the ear 
remained dry. In seven there was less discharge, 
and in three there was no improvement. The result 
in four is unknown. 

The hearing was improved in sixty-five of the 
private cases, remained the same in twenty-seven, 
and was reported worse in eight. The result in nine 
is unknown. 

Of the 368 hospital cases, the ear is dry in 114. 
The result in 243 is unknown. In twelve of the cases 
the hearing was improved, and in one it remained 
the same. The result in 343 cases is unknown. 

These statistics show that the operation is as 
devoid of danger to life as any major surgical pro- 
cedure can be. Of the complications, facial paralysis 
is the most to be feared. This occurred in five of 
the private cases but cleared up entirely. Its in- 
cidence in the 368 hospital cases is unknown but it 
was low and all of the patients recovered. 

The after-care consists in removal of the epithe- 
lial cast followed by the application of 80 per cent 
alcohol to the wall of the cavity. The ear should be 
examined once or twice a year. In a large number 
of the cases the hearing can be improved by applying 
a disk of cotton saturated with sterile vaseline over 
the region of the stapes. W. B. Stark, M.D. 


NOSE 
Fenton, R. A.: Sinusitis from Swimming. Ann. 
Otol., Rhinol. & Laryngol., 1923, xxxii, 526. 


Water draws out the saline elements of cells by 
osmosis, causing oedema, acidosis, loss of ciliary 
activity, and eventually cell death. The specific 
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protective substance of the sinus secretion is washed 
away or inhibited by the oedema and chemical de- 
generation of the secretory cells. 

The danger of contamination by other swimmers 
is decreased by the coolness of the water, its con- 
stant agitation, and the high dilution of the contami- 
nation. The assumption that most persons suc- 
cumbing to sinusitis after swimming are poisoned 
by their own nasopharyngeal bacteria which are 
forced into these cavities under conditions favoring 
their rapid growth and the retention of secretions 
has considerable justification. 

Direct trauma to ostia and mucosal linings and 
bony dehiscence may be caused by the forcible 
inrush of water, especially chlorinated water, and 
the forcible outrush of air bubbles. 

The prevention of sinusitis due to swimming is 
largely a matter of warning persons with latent 
nasal infection, “chronic colds,” and similar condi- 
tions to keep out of the water. Persons with a high 
narrow nose, an occlusive deflection, or an impinging 
middle turbinate are particularly susceptible to 
infection. Persons with large sinuses and small ostia 
should be forbidden to do deep diving. As a pro- 
phylactic measure, heavy paraffin oil may be dropped 
in the nose. The author reports four typical cases 
of infection following swimming. 

James C. M.D. 


Dean, L. W.: Complications of Paranasal Sinus 
Disease in Infants and Young Children. Ann. 
Otol., Rhinol. & Laryngol., 1923, xxxii, 285. 

Dean emphasizes the importance of early recogni- 
tion of paranasal sinus disease in children as the 
complications are often very severe and may lead to 
permanent deformities. 

Many cases are described, some in which the 
postmortem findings fully confirmed the diagnosis 
made during life. 

Arthritis, a frequent and serious complication, 
clears up if the sinus condition is recognized early 
and treated. Paranasal sinus disease may cause 
systemic infection as early as the age of 3 years. 
In infants and young children it is sometimes diffi- 
cult to cure permanently. 

Bronchitis is a very common result of the disease 
in infants and young children. In the case of every 
infant with bronchitis, even if adenoids are present, 
paranasal sinus disease should be suspected and the 
paranasal sinuses examined. 

The disease may be the source also of pneumonia, 
and frequently there is an interdependence between 
paranasal sinus disease in young children and 
asthma. 

One of the characteristics of sinus disease in 
young children is headache. Usually this is frontal 
and is attributed by the parents to eye strain. In 
some cases the headache may be neuralgic because 
of invelvement of the nasal ganglion. Sometimes 


the frontal pain is very excruciating. A beginning 
tuberculous meningitis will cause the same type 
of pain as an acute frontal empyema. 


Other 
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symptoms of sinus disease are nasal stoppage and 
a feeling of fullness in the head. 

Complications such as recurrent fever, periodic 
vomiting, pyelitis, cervical adenitis, brain abscess, 
ocular involvement, etc., are described in their 
relationship to paranasal sinus disease. 

One of the most common and important com- 
plications which must not be overlooked is gastro- 
intestinal disturbance. This is usually so severe 
that it is thought to be the primary trouble. In 
the author’s opinion it is questionable whether the 
disturbance is the result of the swallowing of the 
nasal discharge or due to the elimination of bacterial 
products through the gastro-intestinal tract. 

A. R. HoLtenper, M.D. 


Harter, J. H.: Practical Considerations of Ethmo- 
sphenoidal Sinusitis. Laryngoscope, 1923, xxxiii, 
417. 

Four important points in the prophylaxis of 
ethmosphenoidal sinusitis are: (1) the scientific 
treatment ot acute coryza; (2) the avoidance of 
forced. blowing of the nose; (3) the avoidance of 
nasal douching, except in cases of ozena; and (4) 
the removal of any intranasal obstruction to ventila- 
tion and drainage. 

The author gives the classification of sinus 
diseases and the most important points in the diag- 
nosis. In the diagnosis of chronic ethmosphenoiditis 
points of importance are: (1) the visible evidence 
presented by the nasal cavities, the pharynx and the 
epipharynx, (2) the roentgenogram, which shows the 
size and shape of the cells, and (3) the characteris- 
tic pain. 

The pathology is described in some detail. Con- 
servative treatment is advocated for acute catarrhal 
and acute suppurative cases. For chronic catarrhal 
cases with only a small amount of discharge palli- 
ative measures are recommended. 

A. R. HoLienper, M.D. 


Boebinger, M. B.: Nasal or Sphenopalatine Neuro- 
sis. Texas State J. M., 1923, xix, 35. 


Boebinger introduces his discussion of the spheno- 
palatine neurosis with a review of the anatomy 
to show the relationship between the sphenopala- 
tine ganglion and the various accessory sinuses of the 
nose. 

The neurosis is of two types: (1) the neuralgic, 
consisting of intense, excruciating pain radiating 
to any or all parts supplied by the branches of the 
ganglion, and (2) the sympathetic, in which there 
are paroxysms of sneezing and a watery discharge 
from the nose suggesting hay-fever but which is in no 
way due to pollen. 

With regard to the differential diagnosis the fol- 
lowing points are mentioned: 

1. Cocainization of the sphenopalatine ganglion 
stops the pain of a lesion in the ganglion. 

2. Cocainization of the sphenopalatine ganglion 
does not in any degree stop the pain caused by the 
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more central lesion of the nerve trunks, maxillary 
and vidian, secondary to spheno-ethmoidal inflam- 
mation. 

3. The intrasphenoidal application of pain- 
reducing remedies, such as cocaine, will stop the 
pain; that is, a local anesthetic applied centrally to 
the ganglion will be effective. 

The treatment consists in injecting into the gang- 
lion from 5 to 15 minims of 5 per cent phenol in 95 
per cent alcohol or swabbing the area with an 
aqueous solution of 12, 12, 25, 50, and 75 per cent 
silver nitrate after cocainization. 

For the injection, a 5-c.cm. Luer syringe with a 
r-mm., 5!4-in. needle with a cross-bar is used. In 
some cases the injection must be repeated. The best 
results are obtained in the cases of sympathetic 
neurosis. When sinus disease is present the author 
uses the suction apparatus. 

The complications, which are not numerous or 
severe, include the following: 

1. Paresis of the abducens after the injection. 

2. Swelling and ecchymosis appearing in the 
cellular tissue beneath the lower lid and closing the 
eye after the injection. : 

3. Secondary hemorrhage from the nose, which 
often makes packing necessary. 

4. The entrance of the alcohol-phenol solution 
into the pharynx or the larynx. 

The article is concluded with five case reports. 

O. M. Rott, M.D. 


MOUTH 


Blair, V. P., and Moskourtz, M. J.: Cancer of the 
Mouth and Jaws. Julernat. J. Orthodont., Oral 
Surg. & Radiography, 1923, ix, 218. 

The authors believe that dentists should recognize 
the importance of thoroughly observing all the 
mucous membrane exposed in the course of an 
examination of the teeth in order that timely advice 
may be given in cases of precancerous conditions. 
The relation of syphilis to the etiology and diag- 
nosis of malignant disease of the mouth is of great 
importance. The treatment of early cancerous or 
precancerous lesions about the mouth with irri- 
tants is worse than failure to diagnose the condi- 
tion. 

A wart or warty growth forming at a point already 
the site of a condition predisposing to cancer should 
be regarded as an actual precancerous condition. 
Leukoplakia is the most common local precedent of 
cancer of the mouth. The conditions considered by 
Butlin as the most typical and frequent form of 
cancer of the tongue in its early stages are men- 
tioned. There are certain characteristics of cancer 
which it is essential to remember: (1) the chronicity 
of the disease, (2) the continuous growth, (3) indura- 
tion, (4) ulceration, (5) pain, and (6) involvement 
of the lymph nodes. In the presence of squamous- 
cell epithelioma of the mouth, the lymph nodes 
should be considered as already infiltrated. 

FE. C. RositsHex, M.D. 
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Heidrich, L.: The Surgery of Carcinoma of the 
Mucous Lining of the Mouth (Beitraege zur 
Chirurgie der Mundschleimhautcarcinome). Beitr. 
s. klin. Chir., 1923, Cxxviii, 310. 


This careful compilation covering a period of 
thirty years and 266 cases proves that carcinoma of 
the mucous membrane of the mouth has the most 
unfavorable prognosis of all cancers. Only 19 per 
cent of the cases were permanently cured, and cancer 
of the mouth is fifth in frequency of all cancers. 
On the basis of his cases and those in the literature 
to date the author discusses the relationship of age 
and sex to the condition, and its origin, symptoms, 
duration, and localization. 

Involvement of the neighboring tissues is of great 
importance. The migration of cancer particles into 
the internal organs is very rare in cases of cancer of 
the mouth. An early diagnosis is essential; the im- 
portance of biopsy of every suspicious tumor or ulcet 
of the mouth is particularly emphasized. Early 
diagnosis should be followed by early treatment. 
At the Kuettner clinic, however, the limits of 
operability in cases of old cancer are very broad. 
For the prevention of cancer, all injuries, tears, and 
fissures of the mucous membrane, and particularly 
ulcers, must be treated correctly—never with caus- 
tics—and under certain circumstances a specimen 
of tissue should be excised. If biopsy shows the pres- 
ence of cancer, immediate surgical treatment is 
imperative. 

The rule of the clinic is: small cancers, large 
operations. Mere excision of the tumor alone is not 
sufficient. In every case total removal of the glands 
is necessary. Only when this is done can one speak 
of a radical operation for carcinoma of the mouth. 
Pre-operative and postoperative treatment is of 
great importance. The cperation should be per- 
formed under local anesthesia. The details of the 
operative technique must depend upon the situation 
of the tumor. The Sedillot-Kocher median splitting 
of the jaw and the lateral sawing of the lower jaw 
by the Langenbeck-Bergmann method have been 
found to give good exposure of the mouth and easy 
approach to the lesion. The cautery is not used in 
the removal ot the growth. 

Of the patients whose cases are reviewed 13.9 per 
cent died following the operation and 86.1 per cent 
were discharged from the clinic as cured. In cases 
of inoperable cancer the pain was decreased by 
excision of the ulcerated cancerous focus supple- 
mented by the administration of analgesics. It was 
not influenced by bilateral ligation of the external 
carotid, the injection of diphtheria or erysipelas 
sera, or roentgen treatment. In spite of faultless 
technique, the latter was sometimes followed by 
very rapid growth of the tumor. 

The average duration of life after radical operation 
was twenty-seven and four-tenths months in cases 
of tongue cancer, twenty-six and two-tenths months 
in cases of cancer of the mouth, ten and two-tenths 
months in cases of cancer of the pharyngeal tonsil, 
nineteen and eight-tenths months in cases of cancer 
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of the buccal mucous membrane, and fifty-six and 
two-tenths months in cases of cancer of the uvula. 
STEGEMANN (Z). 


Morgan, E. A.: Ulcerative Stomatitis and Its 
Treatment by the Intravenous Injection of 
Arsenic. Am. J. Dis. Child., 1923, xxv, 354. 


The author states that the terms ‘“Vincent’s 
angina,” “‘trench mouth,” and “suppurative gingi- 
vitis” refer to an acute infection of the gums by a 
spirilla and fusiform bacillus which cause local signs 
such as spongy, bleeding gums and necrotic areas 
in the immediate vicinity of the teeth, and general 
symptoms such as malaise, pyrexia, and anorexia. 
The term “ulcerative stomatitis” is frequently ap- 
plied to Vincent’s infection and described as such. 
The ulcers in ulcerative stomatitis are small and 
without the ragged necrotic appearance character- 
istic of Vincent’s infection. 

Lowered vitality and oral uncleanliness are the 
chief predisposing causes of suppurative gingivitis. 
The exciting cause is an infection of the gums by 
the Vincent organism. 

The two principal modes of transmission are 
kissing and the use of food utensils which have been 
carelessly washed. 

The onset of the condition is usually sudden. 
There is general malaise with a slight elevation of 
temperature. The breath is very offensive. The 
gums are deep red and bleed very readily. If the 
condition has been present for four or five days, 
areas of necrosis are often seen along the gum mar- 
gin. Frequently the lymphatic glands below the 
jaw are enlarged. 

The local application of Bowman’s solution is 
very popular. The author has treated twenty-five 
cases by the intravenous administration of arsenic. 
The results have been very satisfactory and in some 
cases spectacular. The average length of time re- 
quired to effect a cure was five and one-half days. 
In every case the cure appeared to be permanent. 

James C. BRASWELL, M.D. 


Kolmer, J. A.: Arsphenamin Treatment of Spiro- 
chetic Gingivitis. Am. J. Clin. Med., 1923, xxx, 
243. 

In spirochetic gingivitis, commonly known as 
pyorrhoea alveolaris or Riggs’ disease, the local 
application of a 1 per cent solution of arsphenamin 
has proved very efficacious. Neo-arsphenamin 
should be used in 2 per cent solution. The ars- 
phenamin solution should be the usual alkaline 
solution. The neo-arsphenamin solutions should be 
prepared in distilled water. 

The drug is best applied by means of a syringe. 
One cubic centimeter of either solution is sufficient. 
Usually six to ten daily treatments suffice. If 
bacterial activity is suspected in addition, iodine, 
mercurophen, or silver solutions should be used in 
conjunction with the arsenical preparations. For 
treating these double infections, Kolmer recom- 
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mends a mixture of equal parts of a 1 per cent 
solution of arsphenamin and a 1:1000 solution of 
mercurophen. O. M. Rort, M.D. 


New, G. B.: The Use of the Delayed Flap in Second- 
ary Operations on the Palate and Antrum. 
Minnesota Med., 1923, vi, 214. 

The greater number of patients with cleft palate 
who are operated on at the proper age obtain a 
complete closure and good functional results, 
Occasionally, however, partial failures occur even 
under the most favorable conditions. Many of the 
larger postoperative openings are due to the op- 
erator’s lack of knowledge of the principles of cleft- 
palate surgery. Such openings are usually in the 
hard palate or at the juncture of the hard and soft 
palates and are sometimes closed with difficulty, 
depending on their size and location and the 
amount of scarring present. It is in these post- 
operative cases and those of wide cleft palate (many 
of them double) in which doubt arises as to the best 
procedure to follow, that the author has found the 
use of the delayed flap very satisfactory. 

It is best to wait at least three months after the 
first operation before attempting a second, as 
operations performed immediately after the pri- 
mary operation usually result in failure. For the 
closure of postoperative openings of the palate, 
tissue may be obtained from the palate itself or 
from other parts such as the cheek or the neck. In 
obtaining tissue from the palate, three types of flaps 
may be used. In cases of small openings with little 
scarring, the mucoperiosteum around the opening 
may be freed laterally and the opening closed by 
means of lateral incisions and mattress sutures. 
The objection to this method is that the scarring 
around the opening is sometimes so extensive and 
the tissue so inelastic that the mesial margins are 
brought together under slight tension and sloughing 
sometimes results. In other cases closure may be 
obtained by making a flap with a pedicle along the 
margin of the postoperative opening, turning it 


toperative opening in 4 
p with a posterior pedicle. 
a, The flap has been elevated and sutured back in place, 
and at the same time the opposite side of the palate is 
freed. In a week the flap is again elevated, and the mesial 
margins are pared and then sutured together as shown in 6. 


Fig. 1. The closure of a 
palate by means of a delayed 
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Fig. 2. The closure of a postoperative palate in which 
the opening is too wide and there is too much scarring for 
the usual Langenbeck operation. a, Flaps are elevated 
from either side of the anterior part of the palate and 
sutured back in place. The aponeurosis of the palate is 
not freed at this time. 0b, The closure of the anterior part 
of the palate is completed one week later. c, The first 
stage of the second operation three months later. The 
— part of the palate and the soft palate is freed by 

teral incisions, and at the end of a week the mesial mar- 
gins of the flaps are pared and the palate is closed in the 
usual manner. 


completely over, hinge-like, and suturing it under- 
neath the freed margin of the opposite side of the 
opening, as described by Lane. The scarred margins 
of the opening, however, make very poor tissue for a 
= especially when the flap is turned over on 
itself. 

The Davis-Colley method is similar to the Lane 
method. Flaps are obtained from each side of the 
palate. One has the pedicle along the mesial mar- 
gin of the opening and is turned over, hinge-like. 
The other is long and narrow, with its pedicle 
posterior. The latter is sutured over the other 
flap with its mucous membrane toward the 
mouth, 

The third method is the use of a pedicle flap, with 
the pedicle posterior on the palate, which is 
brought across in a one-stage operation with its 
mucous membrane surface toward the mouth. 

The method which the author has found most 
successful in the closure of both large and small 
openings is the application to cleft-palate surgery 


of the principles employed in using the delayed flap 
in plastic surgery of the face and neck. 

The flap is outlined on one side of the opening 
with the pedicle posterior, and then elevated and 
placed back in its original bed. At the same time, 
the opposite side of the opening is elevated from its 
mesial margin and allowed to fall back. A suture 
or two may be employed to hold the anterior extrem- 
ity of the flap in the correct position. At the end of 
a week the flap is again elevated and the mesial 
margin trimmed and sutured across the opening to 
the freshened and elevated margin of the opposite 
side. During the week of delay the blood supply to 
the flap is improved a great deal and the flap be- 
comes thicker. In the second stage, minute areas of 
slough, if present, are trimmed off as the margins 
are freshened. 

If the original opening is very large, or the post- 
operative complete cleft palate is very wide, with 
marked scarring, it may be necessary to effect the 
closure in two stages, in the first stage closing the 
anterior part of the palate by delayed flaps from 
each side without freeing the aponeurosis of the 
palate, and three months later completing the clo- 
sure by the two-stage Langenbeck operation. 

The same procedure is employed in closing post- 
operative openings in the antrum following osteo- 
myelitis of the jaw, the removal of malignant 
growths, or a Denker operation. The flap is elevated 
from the inside of the cheek with the pedicle high 
and then sutured back in place. At the same time 
the margins of the opening are freed. After a week, 
the flap is sutured in place around the opening. 
The pedicle may have to be cut in a week or ten 
days and replaced to the cheek, but this may not be 
necessary if the base is close to the opening. 

The results of this method of closing postoperative 
openings in the palate and antrum have been much 
more satisfactory than those of any other method 
tried. Closure may be effected with the delayed 
flap in cases of cleft palate which were formerly 
better taken care of by means of a plate and in cases 
in which the mucoperiosteum is very thin. While 
this method does not make all cases of cleft palate 
operable, it has added to the operable group many 
which were not benefited by previous operative 
procedures. 


THROAT 


Carles, J.: Rhinopharyngitides: Their Réle in 
Contagion and the Development of Certain In- 
fectious Diseases (Les rhino-pharyngites: leur 
réle dans la contagion et le ie I de 
quelques maladies infectieuses). J. de méd. de 
Bordeaux, 923, xcv, 111. 


The author reports three clinical cases illustrating 
the réle played by inflammation of the rhinopharynx 
in the development of infectious diseases. The first 
was that of a 9-year-old child with acute tonsillitis 
due to a coccus infection. Recovery was slow. After 
fifteen days sudden severe pain developed at the 
level of the upper epiphyses of both tibiz and the 
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lower end of the right femur. This yielded in twenty- 
four hours to hot fomentations. Five days later 
there was another attack of pain in these areas but 
it subsided again within a few hours. Such attacks 
continued. One and one-half months after the on- 
set of the trouble another attack was accompanied 
by sore throat. The sore throat yielded to a gar- 
gle of hydrogen peroxide. The tonsil crypts were 
cleaned out and at the end of three weeks a ton- 
sillectomy was done. The crypts were full of foul 
plugs. 

The two other cases reported were cases of 
nephritis. One was acute and one chronic. Both 
were lighted up by attacks of tonsillitis. Other 
cases of pharyngeal infection with pulmonary 
complications are mentioned. 

KELLOGG SPEED, M.D. 


Peterson, E. W.: Sepsis Following Tonsillectomy. 
Ann. Surg., 1923, Ixxvii, 760. 


Peterson reports the case of a child 4 years of age 
who was allowed to go home on the day following 
a tonsillectomy and adenoidectomy, and that night 
developed a fever of 104 degrees F. with swelling 
at the angle of the jaw on both sides of the neck. 
When examined, it had a temperature of 105 de- 
grees F., and was apathetic and decidedly septic 
in appearance. The general examination was 
negative except for the presence of a dirty-looking 
membrane in the tonsillar spaces and a suppurative 
cervical adenitis just below the angle of the jaw on 
the right side. Incision and drainage of this abscess 
had no effect on the general condition. For the’ first 
ten days the temperature remained constantly high, 
ranging from 102 to 106 degrees F. It then became 
intermittent and ranged from 97 to almost 107 
degrees F. There was more or less fever for forty- 
seven days. 

While in the beginning the patient was apathetic 
and wished to be left undisturbed, he was later 
extremely hyperesthetic, wakeful, and fretful. On 
several occasions he had a severe chill. He lost 
weight and strength gradually and showed a moder- 
ate secondary anemia. Blood cultures were negative. 
When the sepsis reached a subacute stage a trans- 
fusion of 320 c.cm. of unmodified blood was given 
into the left external jugular vein by the syringe 
cannula method. This was followed by a decided 
fall in the temperature and improvement in the 
appetite, in strength, and in the general condition. 
After a few days, however, the temperature began 
to rise again and a hard swelling developed in the 
left parotid region and gradually increased until 
the left eye was closed. Later, fluctuation could be 
detected just above and in front of the left external 
auditory meatus. Incision into this mass revealed 
a periostitis of the mandible on the left side just 
beicw the articulation. Another transfusion was 
then given. Following drainage of the focus of 
infection and the blood transfusion the temperature 
dropped to normal and convalescence was rapid 
and complete. Orto M. Rott, M.D. 


Rocher, H. L., and Lasserre, C.: Lymphosarcoma 
of the Tonsil, the Thyroid, and Both Testicles 
(Lymphosarcome de l’amygdale, du corps thyrvide et 
des deux testicules). J. de méd. de Bordeaux. 1923, 
XCV, 154. 

In May, 1922, a 9!4-year-old boy suffered an at- 
tack of angina. Asa membrane appeared on the left 
tonsil, anti-diphtheritic serum was given. Ten days 
after recovery a tumor the size of a pigeon egg was 
found in the left tonsil; biopsy showed this to bea 
small-cell sarcoma. Two weeks later three radium 
needles were applied for thirty hours. Twenty days 
later the left testicle and cord became enlarged and 
hard. Five X-ray treatments were followed by sub- 
sidence of the tumor. Within another two weeks 
swelling of the thyroid developed. 

On examination November 20 the child was found 
to be afebrile and in good condition except that his 
face was slightly swollen and congested. The left 
tonsil had almost completely disappeared and the 
pharynx was negative. The thyroid was enlarged 
and hard, but the overlying skin was not adherent. 
The boy had no pain and the thyroid mass moved 
on deglutition, giving no evidence of laryngeal or 
recurrent nerve pressure. The left testicle was hard 
and about the size of an egg. Where it was attached 
to the testis its cord, which was also much enlarged, 
simulated a bilobular tumor. Palpation seemed to re- 
veal enlarged lymph nodes along the aorta. The 
right testicle showed beginning enlargement, and the 
blood examination a secondary anemia. 

The condition progressed rapidly and was accom- 
panied by attacks of suffocation. Death resulted 
November 29 in spite of tracheotomy. When the 
tracheotomy was done a soft tumor infiltrated with 
blood was met before the trachea was reached. No 
tracheal rings could be identified and the tube could 
not be inserted. A piece of thyroid tissue removed 
for examination showed mitoses and diffuse infiltra- 
tion of the tumor tissue which made its structure 
almost unrecognizable. This tumor was diagnosed 
as a lymphosarcoma. KELLOGG SPEED, M.D. 


Giddings, E., and Ehrlich, D. E.: An X-Ray Study 
in Intubation. Laryngoscope, 1923, xxxiii, 401. 


As there appears to be no record pertaining to 
the X-ray study of intubation, the authors attempt 
to present graphically the various steps and some 
of the missteps in the procedure. Mention is made. 
however, of the work of Shurley who, in 1905, pre- 
sented the subject of visualization of the procedure 
of intubation in a series of illustrations made on the 
dissected cadaver. 

Intubation, like any other exact  procecure, 
requires practice. One must have a tactile knowledge 
of, and be familiar with, the landmarks about the 
superior opening of the larynx and be able to insert 
the tube quickly, but not hastily. Without hurry- 
ing, a patient can be intubated and extubated within 
ten seconds. 

The intubation set as originally devise by 
O’Dwyer is still used, but with one or two modifi- 
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cations. It consists of seven graduated tubes— 
namely, 1, 2, 3, 4-5, 6-7, 8-9, 10-12, the numbers 
indicating the various ages—an obturator to fit each 
tube, a mouth-gag, an extubator, and a small scale 
for measuring the size of the tube. The obturator 
fits into a handle or introducer with a spring attach- 
ment to push the tube off the obturator. As the 
prongs at the end of the spring become easily bent 
and retard rather than accelerate the pushing off of 
the tube, it has been found better to remove the 
spring and release the tube from the obturator by 
means of the finger. 

The tube consists of a cylindrical meta core 
surrounded by a hard rubber covering so molded 
that a swell at its mid-portion accommodates the 
laryngeal configuration. At the upper part of the 
tube, on its posterior aspect, is a flange which holds 
the tube in place and prevents it from being pushed 
down the larynx. On the right side of the tube, 
with the phalange posterior, is a foramen through 
which passes a waxed string. The string acts as a 
safeguard to remove the tube if it accidently finds 
its way into the oesophagus. The reason for waxing 
the string is to lessen the possibility of its becoming 
twisted when it is removed after the tube has been 
properly placed. 

A tube which cannot be coughed up has been 
devised for special cases. Although metal tubes 
have been used as a substitute for those covered 
with hard rubber, experience has shown that the 
latter are most suitable, especially when the tube 
must be retained for any length of time. 

The author calls attention to the anatomy of 
the larynx with regard to intubation and describes 
re ‘eens of intubation and extubation in 

etail. 

One of the rare complications is the slipping of 
the tube into the trachea and then into the bronchus. 
This may be due to trauma in the attempt to 
extubate too small a tube, or to a relaxed condition 
of the larynx. More frequently, the tube may be 
coughed up and pass into the nasopharynx. Its 
position may be detected by digital examination, 
the lower end of the tube being felt in the oro- 
pharynx. Still more frequently the tube is recovered 
from the bed or floor, or is discovered in the cesoph- 
agus or swallowed and passed with the stool on 
the third or fourth day. 

The illustrations should be referred to by those 
who wish to visualize the many suggestions offered 
by the authors. A. R. Hottenper, M.D. 


Wylie, A.: One Hundred Cases of Laryngeal 
Growths Removed by Indirect Laryngoscopy. 
Internat. J. Surg., 1923, Xxxvi, 244. 


Wylie urges the removal of laryngeal growths by 
the indirect method and reports 100 cases treated 
in this manner. The advantage claimed for the 
method is that it removes the growth with very 
little discomfort to the patient and without injury 
to the larynx or any other risk; in fact, the patient 
is perfectly well as soon as the operation is com- 
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pleted. Moreover, the operation can be performed 
in the office. 

Several days previously, small doses of potassium 
bromide should be administered to relieve mental 
strain, and half an hour before the operation 1/100 
gr. of atropin should be injected subcutaneously to 
lessen secretion. The operation is facilitated also if 
a suture is inserted through the epiglottis by means 
of a Horsford needle and then gently pulled forward. 

The pharynx and larynx should be sprayed with a 
ro per cent freshly prepared solution of cocaine, and 
two minutes before the operation the vocal cords 
and the growth should be sprayed with a 5 per cent 
solution of cocaine and olive oil. 

MacKenzie’s forceps are of value in most cases, 
especially if the growth is situated at the posterior 
end of the larynx or on the upper surface of the 
cords. Grant’s forceps are specially adapted for 
tumors on the edge of the cords protruding into the 
lumen of the larynx. Whistler’s forceps are service- 
able for the removal of pedunculated growths. The 
universal forceps advocated by the author consists 
of a Krausse cutting blade on a universal handle. 

Orto M. Rort, M.D. 


NECK 


Thomas, W. S., and Webb, C. W.: Chronic Thy- 
roiditis. Clifton Med. Bull., Clifton Springs, N. Y., 
1923, 1X, I. 

Chronic thyroiditis is sometimes called ‘‘ Riedel’s 
disease” because it was first described by Riedel in 
1896. Since Riedel’s report a few other cases have 
been reported. 

The condition is interesting because it resembles 
cancer in its rapid development, the swelling of the 
neck, the compression of surrounding structures 
which are included in its growth, and its hardness. 
It differs from cancer in that the patient recovers 
when the constriction is relieved by the removal of 
a small piece over the trachea. 

The typical case reported in this article was 
followed by myxoedema due probably to the removal 
of too much of the growth. The sections showed 
only connective tissue. The authors emphasize the 
importance of avoiding too extensive removal and 
state that the use of the X-ray is contra-indicated 
on account of the danger to the few remaining 
thyroid cells. In conclusion they suggest that pos- 
sibly cases diagnosed as cancer which recovered 
were in reality cases of chronic thyroiditis. 

E. A. BAUMGARTNER, M.D. 


Groover, T. A., Christie, A. C., and Merritt, E. A.: 
A Review of the Treatment of Hyperthyroid- 
ism by All Methods, with a Summary of the 
Authors’ Experience with Roentgen Therapy. 
Am. J. Roentgenol., 1923, X, 385. 


The authors discuss the treatment of hyperthyroid- 
ism by surgical means and by roentgen irradiation 
and call attention to the importance of general 
management such as rest, diet, symptomatic treat- 
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ment, and the removal of foci of infection. They 
conclude from available statistics that in the ex- 
ophthalmic type of hyperthyroidism the operative 
mortality is between 2 and 4 per cent, while in 
hyperfunctioning adenoma it is about 1.5 per cent. 
Surgical treatment effects a cure in about 75 per 
cent of the cases. 

On the basis of Pfahler’s experience, roentgen- 
ray treatment in hyperthyroidism offers the same 
chance of cure as surgery. Pfahler concluded that 
radiotherapy is the best form of treatment for toxic 
goiter. In the authors’ experience, the average 
number of treatments necessary is five or six. The 
first four should be given three weeks apart and 
the next two at intervals of one month. After the 
fourth treatment the basal metabolic rate usually 
decreases steadily, the weight increases, and the 
entire clinical picture indicates rapid improvement. 
When the condition does not improve after the 
fourth treatment, thyroidectomy is indicated. 

The advantages of the roentgen treatment are 
its freedom from danger, its ease of application with 
a minimum of inconvenience and loss of time to the 
patient, and its availability in inoperable and post- 
operative cases. ArtHuR L. SHREFFLER, M.D. 


Read, J. M., and Hiatt, R.S.: The Clinical Value of 
the Goetsch Test. Med. Clin. N. Am., 1923, vi, 
1527. 

The authors carried out the Goetsch test on 
fifty-nine patients who were referred for the diag- 
nosis of more or less obscure ailments and showed 
symptoms suggesting thyroid disturbance or ob- 
scure nervous manifestations. 

In only two cases was a clinical diagnosis of 
thyrotoxicosis warranted. Both of these showed 
little reaction to epinephrin. Two cases which 
showed a clinical picture of hypothyroidism gave a 
positive reaction. 

A positive response was given by forty cases. 
Sixty-two per cent of those giving a positive re- 
sponse and 52 per cent of those giving a negative 
response showed focal infection. 

The authors explain the failure of cases of thyro- 
toxicosis to respond to the Goetsch test by stat- 
ing that certain cases show little disturbance of the 
sympathetic nervous system. They divide patients 
with thyroid disorders into three groups: those 
with manifestations of toxemia; those with altera- 
tions in the metabolic function of the body; and those 
with disturbances of the sympathetic nervous sys- 
tem. Since the response to epinephrin varies with 
the degree of involvement of the sympathetic 
system, its value in hyperthyroidism depends upon 
whether the involvement of the sympathetic system 
is the predominant factor. Sumner L. Kocu, M.D. 


Stoss, M.: A Statistical Discussion on Goiter 
(Statistische Beitraege zur Struma). Deutsche 
Ztschr. f. Chir., 1922, clxxvi, 325. 


The author reviews 4,379 cases of goiter operated 
upon in the past six years. Recently the incidence 
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of the condition in males has increased from 16.3 to 
30.4 per cent. This finding agrees with other reports 
in the literature which indicate that in severe 
endemics the incidence in females is relatively less 
than that in males. According to the opinion of 
the majority of physicians, the incidence and sever- 
ity of goiter have increased since the war. 

The majority of the patients coming to operation 
are between 16 and 20 years of age. After the 
twentieth year the decrease in the incidence of the 
condition is greater in men than in women. Accord- 
ing to the author’s observations there is no rela- 
tionship between strenuous work and goiter. 

In the cases reviewed most of the goiters found 
in the young weighed between 50 and Ioo gm., 
whereas those removed from older persons weighed 
from 100 to 150 gm. The heaviest goiter (that of a 
man of 42 years) weighed 865 gm. In two women, 
31 and 51 years of age, the goiters weighed 1,060 
and 1,535 gm. respectively. Purely parenchymatous 
growths were found in 4.7 per cent of the cases. 
It was noted that the incidence of calcified goiters 
was greatest near the Alpine regions. Subjective 
respiratory symptoms were absent in 15 per cent of 
the cases. In 1o per cent there was difficulty in 
swallowing. Evidence of thyrotoxicosis was found 
in 28.8 per cent of the men and 44.1 per cent of the 
women. In women, therefore, the toxic symptoms 
are most prominent, and in men, the mechanical. 

FIscHER (Z). 


De Quervain, F.: The Pathologic Physiology of 
the Different Varieties of Goiter and Their 
Influence on the Blood (Zur pathologischen 
Physiologie der verschiedenen Kropfarten und ihrer 
Einwirkung auf das biologische Verhalten des 
Blutes). Schweiz. med. Wchnschr., 1923, liii, 10. 


According to Asher, the active principles of the 
thyroid secretion can be demonstrated in rats by 
variations in sensitivity to a lack of oxygen. This 
reaction De Quervain has employed in clinical cases. 
Rats were fed thyroid gland or injected with serum 
taken from the arm and thyroid veins and then 
studied with controls with regard to their reaction 
to a decrease in the oxygen supply. This test was 
made in 119 cases of thyroid disease. When goiter 
substance obtained from cases of Basedow’s. disease 
was fed, the sensitivity of the rats to a deficiency 
in oxygen was greatly increased. The other forms 
of goiter caused a decrease. 

A certain agreement was found between the 
biological activity and the percentage and absolute 
iodine content of the thyroid tissue. Venous blood 
from the thyroid shows the same active effect as 
the substance, but in less degree, and venous blood 
from the arm is still less effective. This is active 
in the common colloidal goiter, although clinical 
signs of hyperthyroidism are absent, while in the 
adenomatous goiter its activity is almost nil and in 
cretins it is negative. Accordingly, colloidal goiter 
may be a transition stage to Basedow goiter, and 
the results of the experiments on rats were parallel 
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with the respiratory basal metabolism. As the 
decrease in the oxygen requirement of rats caused 
by the blood serum from the arms of certain cretins 
cannot be explained by the stimulated action of 
the thyroid gland alone, an antitoxic function must 
be assumed in addition. Koenic (Z). 


We¢gelin, C.: The Parasitic Etiology of Endemic 
Goiter (Zur parasitaeren Aetiologie des endemischen 
Kropfes). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 
1923, XXXVi, 134. 

Merk has reported observations from which he 
concluded that endemic goiter is due to a parasite. 
He described spores having the shape of a five- or 
six-sided pyramid with a depression surrounded by 
lips. A considerable number of these spores were 
found in spore sacs. Merk described also so-called 
rust cells which contained strongly refracting gran- 
ules and rust balls. In three cases Merk found ova- 
like cells with a membrane and a slit-shaped opening. 
He concluded that these three forms represented 
the cycle of an animal organism, a protozoon. 

Wegelin does not accept this theory. The spores, 
he believes, are damaged red blood corpuscles. 
This assumption he bases on the facts that they are 
found only in brown cysts and that they may be 
present also in other conditions such, for example, as 
ovarian cysts in which hemorrhagic infarction has 
occurred following torsion of the pedicle. Wegelin 
did not observe spore sacs. He assumes that those 
seen by Merk were gland cysts with enclosed, 
shrunken erythrocytes. Merk’s rust cells are not 
new, being well known. They are desquamated, 
partially fatty degenerated epithelia containing 
erythrocyte detritus which gradually are turning 
into hemosiderin. The granules are lipoid bodies 
easily stained with scarlet red and osmic acid. The 
trust balls had their origin in erythrocytes which 
were absorbed by phagocytosis. Wegelin was never 
able to find the ova-like cells described by Merk. 
From their size, as given by Merk, he assumes that 
they were not single cells but an entire follicle with 
a membrana propria. Follicles with such a mem- 
brane may be found in adenoma nodes but not 
in the normal thyroid. Also the facts that the 
early stage of endemic goiter consists of a diffuse 
hyperplasia of the gland tissue and that the cysts 
in which Merk found the structures he described 
appear only with advanced node formation and 
hemorrhagic softening of the gland tissue in retro- 
grade processes make it improbable that these are 
the causes of goiter. Von TAPPEINER (Z). 


Marine, D.: The Prevention and Treatment of 
Simple Goiter. Aiélantic M. J., 1923, xxvi, 437. 


Goiter is divided into two great groups, simple and 
exophthalmic. Simple goiter includes those thyroid 
enlargements designated as epidemic, sporadic, and 
physiologic. Exophthalmic goiter includes a large 
group of ill-understood clinical states in which in- 
creased heat production and myasthenia are the 
two major manifestations. Concerning the essential 


nature of this condition we know only that it is a 
highly complex disturbance of functional interaction 
of many organs. It occurs spontaneously only in 
man, is not markedly associated with districts, and 
is most frequent in the more highly developed races. 

Simple goiter may occur anywhere, but is rare at 
the sea coast. It is very frequent in the endemic 
goiter regions in which the soil was deposited for the 
most part by the melting ice of the last glacial period. 
The ultimate cause of simple goiter is unknown. 
The immediate cause is a deficiency of the iodine 
store of the thyroid due probably to the lack of 
iodine in water. The deficiency may be relative or 
absolute. It leads to metabolic disturbances and 
then to compensatory hypertrophy. The relation 
of the other glands, such as the adrenals and sex 
glands, must also be considered. The conception 
that goiter is due to infection must be abandoned, 
but toxins of bacterial or other origin sometimes 
play a réle. The stimuli which initiate the growth of 
fetal rests into adenomata and the growth of normal 
tissue are probably the same. At first there is a de- 
crease of colloid with hypertrophy of the cells; later 
there is much colloid. The anatomical changes vary, 
depending upon the species of animal. The decrease 
in the iodine in the gland precedes hypertrophy and 
hyperplasia. If the store is maintained above o.1 
per cent the changes do not take place. Other ex- 
perimental facts concerning iodine and goiter are 
discussed briefly. 

Extensive work by Marine and Kimball has shown 
that from 60 to 120 mgm. of iodine given in any form 
or manner twice a year is sufficient to prevent simple 
goiter. Marine believes it is best administered in the 
form of iodized salt. In young persons with recent 
goiter iodine has a strikingly curative effect. Theo- 
retically, desiccated thyroid is better than iodine in 
both prevention and treatment, but practically is too 
dangerous. Marine uses it in treating long-standing 
goiters as this type does not absorb under treatment 
with iodine. He gives 1 gm. of dessicated thyroid in 
divided doses over a period of two weeks and then 
saturates the thyroid with iodine by giving 15 to 30 
c.cm. of the syrup of hydriodic acid daily. This 
treatment is repeated twice yearly. 

The danger of giving iodine or thyroid in indicated 
amounts to children and adolescents is usually 
negligible, but in the cases of adults there is a possi- 
bility of aggravating an exophthalmic goiter or pro- 
ducing its syndrome in certain susceptible persons. 
Variations in the susceptibility of different persons 
render desiccated thyroid dangerous for general use. 
Thyroxin has no advantage and many disadvantages 
over desiccated thyroid. Iodism was rare in Marine’s 
experience (0.5 per cent in 2,200 cases), and in 
Klinger’s cases (which were given iodized fats) it 
was entirely absent. 

Simple goiter develops most commonly during 
fetal life, adolescence, pregnancy, and lactation. A 
plan of prevention during these periods would 
practically eliminate it. This prevention in children 
should be a public health measure carried out through 
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the schools under medical supervision. The pre- 
vention of goiter means the prevention not only of 
simple goiter but also of conditions secondary to it, 
such as cretinism, mutism, idiocy, certain adenomata, 
and certain cases of exophthalmic goiter. 

Francis T. H’Douster, M.D. 


Grier, G. W.: X-Ray and Radium Treatment of 
Goiter. Atlantic M. J., 1923, xxvi, 516. 


Only cases of hyperthyroidism should be given 
radiation treatment as the value of this therapy de- 
pends upon the power of the rays to inhibit or abolish 
secretory function or to destroy secreting cells. In 
the absence of hyperthyroidism, radiation is contra- 
indicated as it will reduce a normally functioning 
gland to a state of hypofunction. Moreover, as it 
dces not greatly decrease the size of the gland—-de- 
stroyed cells being replaced by fibrous tissue—no 
cosmetic effect is obtained. 

It is obvious that the diagnosis of the presence of 
hyperthyroidism is of prime importance. In the 
absence of exophthalmos this is not always easy. 
Since nervousness is common in the sick, and since 
thyroid enlargement is not an essential characteristic 
of hyperthyroidism, tachycardia is the only depend- 
able cardinal symptom. A number of minor symp- 
toms must also be taken into consideration. The 
latter include headache, weakness, loss of energy, 
sleeplessness, depression, dyspnoea, palpitation, di- 
gestive disturbances, profuse sweating, and the asso- 
ciation of a good appetite with weight loss. An 
anxious look is very constant. Grier has found the 
basal metabolism test of great aid in the diagnosis. 

A small percentage of adolescent goiters are ac- 
companied by hyperthyroidism, and although re- 
covery often follows medical treatment, a small 
amount of X-ray treatment combined with hy- 
gienic measures effects a cure in roo per cent of the 
cases. 

In cases in which exophthalmos and goiter are 
either jointly or individually slight or absent but the 
hyperthyroid syndrome and an increased basal 
metabolic rate are present an examination should be 
made for such defects as diseased tonsils and teeth 
and an inquiry made as to the patient’s habits 
and hygiene. The author has seen recovery follow 
the removal of the tonsils. He believes that hyper- 
thyroidism without goiter is due to chronic infection 
or irritation, and that exophthalmic goiter is a dis- 
tinct entity due to shock, worry, etc. If the tonsils 
are diseased but tonsillectomy is contra-indicated, 
the tonsils and thyroid may be radiated at the same 
time. When a probable exciting cause of hyperthy- 
roidism has been removed in a case without goiter, 
radiotherapy is the treatment of choice. 

The average well-established case of exophthalmic 
goiter may be treated by radiotherapy usually with 
good results, but surgery is preferable if there are 
pressure symptoms or if the patient cannot afford to 
give the time necessary for radiation therapy, if his 
lack of intelligence or home conditions make proper 
hygiene impossible, or if he is convinced that surgery 


INTERNATIONAL ABSTRACT OF SURGERY 


is his only hope and therefore will not submit to pro- 
tracted treatment. 

Hyperthyroidism superimposed on simple goiter 
can be controlled by radiation, but as the goiter is 
not reduced, operation is preferable. Operation is 
preferable also in cases of hyperfunctioning intra- 
thoracic goiter, especially if there are pressure 
symptoms. 

Grier uses one-half a skin erythema dose and ex- 
poses one lobe at a sitting. The other lobe he treats 
after a week. After a two-week interval he re- 
peats the process. The isthmus and thymus areas 
are not treated. Several months are required for the 
condition to return to normal. The radiation treat- 
ment must be supplemented by careful regulation of 
the patient’s habits and hygiene. The rays used are 
of a penetration corresponding to a 9-in. parallel 
gap and are filtered through 6 mm. of aluminum. 
Only the gamma rays of radium are employed. The 
radium is placed 1 in. from the skin. The author be- 
lieves that the action of the X-ray and radium is 
identical. In cases of severe hyperthyroidism care 
must be taken not to aggravate the condition by 
giving too large a dose of radium. On account of 
the danger of secondary skin changes radiation 
should not be continued indefinitely. If no decided 
improvement is shown clinically or indicated by the 
basal metabolism after six months, operation should 
be performed. If there is slight improvement, radia- 
tion may be continued at long intervals and hygienic 
treatment persisted in until the condition returns to 
normal. Grier uses no medicine whatever in con- 
junction with radiotherapy. Whenever he tried 
iodine or thyroid extract it made the condition 
worse. Francis T. H’Douster, M.D. 


Waterworth, S. J., Cole, L. G., Frazier, C. H., and 
Others: Discussion of Symposium on Goiter. 
Allantic M. J., 1923, xxvi, 519. 


Cote stated that he favored smaller doses of the 
X-ray than have been used in the past, and raised 
the question regarding injury caused by the ray to 
the parathyroids and the recurrent laryngeal nerves. 
He suggested that tetany may result from disturb- 
ance of the circulation after ligation of the inferior 
thyroid arteries. He recommended intravenous cal- 
cium treatment for tetany, and stated that before 
operation a thorough laryngeal examination should 
be made. 

FRazteR urged basal metabolism tests to differen- 
tiate the types of goiter. He never performs a 
primary thyroidectomy in a case with a metabolic 
rate above 60 but always performs it when the rate 
is under 50. He approves of Grier’s views on X-ray 
treatment. He holds that usually there is less 
hazard in double ligation than single ligation and in 
a double lobectomy than a single lobectomy. 

NeEwcomETt reported the relief of symptoms by the 
X-ray when operation failed. He stated that he 
favors the dosage outlined by Grier and recommends 
radium for very irritable cases. He believes that in 
selected cases radiation may be tried before opera- 
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tion. As the correction of eyestrain, constipation, 
etc. may relieve all symptoms, he studies every case 
subjected to radiation as carefully as though it was 
to be operated upon. 

WAINWRIGHT emphasized the importance of focal 
infection and stated that the removal of foci will 
often cause the disappearance of the entire goiter 
syndrome. He questioned the advisability of calling 
the thyroid enlargement of adolescence a goiter. 

RoussEL recommended basal metabolism tests. 
He has had good results in cases sent to the roent- 
genologist for treatment. He stated that if the 
metabolic rate is high, the radiation should be pre- 
ceded by rest in bed and dietary treatment. 

GuTHRIE called attention to the hyperemic skin of 
exophthalmic goiter which will not stand strong 
X-ray doses. Only experts should handle these 
cases. 

MarINE expressed the belief that in exophthalmic 
goiter the thyroid is involved only secondarily, the 
primary stimulus lying outside of it, probably in the 
field of disturbed inter-relation of sex and para-sex 
glands with the thyroid. He stated that at present 
the best method we have to control exophthalmic 
goiter consists in depressing the metabolic rate by 
partial thyroidectomy, but that this is crude and 
attacks the problem at the wrong end. He views 
exophthalmic goiter and toxic adenoma as different 
phases of the same condition, it being largely a 
question of the age at which they develop. The 
adenomata become toxic at about the time of the 
menopause, but the vast majority of adenomata are 
not associated at any time with toxic symptoms. 
Simple goiter is decreasing, but exophthalmic goiter 
is on the increase. Prevention of the former is easy, 
but of the latter difficult and poorly understood. 

Foss pointed out that adenomatous goiters, even 
those without toxic symptoms, seem to play a réle 
in causing myocardial changes. Other authorities 
have shown a relationship between nodular goiters 
and myocarditis. Patients who have had ligations or 
single lobectomy must be watched as they will suffer 
a relapse necessitating a more complete operation. 

GRIER stated that radiation does not destroy but 
causes regression of the thyroid and perhaps has the 
same effect upon the parathyroids. As nerves are 
very resistant to the X-ray, the recurrent nerve is 
not endangered. Francis T. H’Dovuster, M.D. 


Foss, H. L.: The Surgical Treatment of Goiter. 
Atlantic M. J., 1923, xxvi, 508. 


The author gives a brief review of the develop- 
ment of present-day theories as to the physiology 
and pathology of the thyroid gland and as to the 
cause, prophylaxis, and treatment of goiter. 

He is convinced that the proper treatment for 
the large nodular, so-called adenomatous and cystic 
goiters of adult life is surgical because they are un- 
sightly and annoying, embarrass respiration and 
deglutition, and cause degenerative changes in the 
cardiovascular system. The diffuse colloid goiters 
of adolescence should usually be given medicay 
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treatment (iodine and thyroxin). In some cases, 
however, this fails and causes nervousness and loss 
of weight. 

Cases of hyperthyroidism, whether due to a hyper- 
functioning adenoma or excessive gland secretion 
produced in the hyperplastic and hyperactive acini 
of an otherwise normal gland, have one feature in 
common, namely, an increased basal] metabolic rate. 
Hyperthyroidism may be associated with colloid 
goiter, colloid adenomatous goiter, multiple de- 
generative adenomatous goiters, and diffuse paren- 
chymatous hyperplastic goiter. Hemorrhage, in- 
flammation, and calcification are no more common 
to the thyroid than to other tissues. The treatment 
of hyperthyroidism should be surgical. Experience 
and judgment as to the type and time of operation 
are of the greatest importance. In all but the 
moderately toxic cases, the multiple-stage plan of 
treatment is advisable, ligation of one superior pole 
being followed in from four to six days by ligation 
of the other pole. Possibly the inferior poles are 
ligated next, this being followed by a one- or two- 
stage resection of the gland. 

The author protests against the loss of valuable 
time through useless medication in cases of hyper- 
thyroidism, believing that such therapeutic measures 
are justifiable only as adjuncts to surgery. In the 
preliminary treatment of severe toxic cases, the 
X-ray and radium are valuable, and in skilled hands 
may rival surgery, but their effect is slow and the 
probability of relapse is great. 

Many patients have been operated upon for hyper- 
thyroidism when the symptoms were those of effort 
syndrome, disordered heart action, or neurasthenia, 
but, conversely, a greater number of cases of hyper- 
thyroidism have been misdiagnosed and allowed to 
go untreated. The author attributes the prevailing 
confusion in diagnosis to the placing of reliance on 
the Goetsch and other tests instead of upon the basal 
metabolism and judgment based on experience. 

Francis T. H’Douster, M.D. 


De Quervain, F.: Protection of the Parathyroid 
Glands (Ueber den Schutz der Epithelkoerperchen). 
Beitr. z. klin. Chir., 1923, cxxviii, 197. 

The parathyroid glands are endangered by too 
extensive removal of the posterior surface of the 
thyroid lobes and by ligation of the inferior thyroid 
artery or its branches close to the capsule of the 
gland in the region of the arterial branches supplying 
the parathyroids. This was the main reason why de 
Quervain some time ago emphasized the importance 
of preserving the posterior capsule in the region of 
the endangered zone, namely, the cervical connective 
tissue. De Quervain’s experiments led to the liga- 
tion of the inferior artery outside of the capsule. 

In 2,203 cases treated by de Quervain there was 
no case of marked tetany. Slight functional dis- 
turbances of the parathyroids were noted in only 
three cases, which were among the 49 per cent of the 
total number operated upon on both sides during the 
last few years. NAEGELI (Z). 
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Ujhelyi, J.: The Question of Drainage After 
Thyroidectomy (Die Drainagefrage bei Strumek- 
tomie). Arch. f. klin. Chir., 1922, cxxii, 522. 


The author discusses the advisability of drainage 
after thyroidectomy on the basis of 323 cases treated 
at the Bier clinic. He arrives at the following 
conclusions: 

Drainage cannot prevent the formation of hemat- 
oma, the accumulation of secretion, or the primary 
infection, but it will prevent the dissemination of 
infection. On the other hand, it readily leads to 
the formation of fistula and secondary infection, 
prolongs the healing, and causes an unsightly scar. 
The undrained cases showed no greater postoperative 
fever than the drained cases. Kocuer (Z). 


Porter, C. A.: An Analysis of My End-Results in 
Thyroid Surgery. Surg., Gynec. & Obst., 1923, 
XXxxvi, 621. 


The author divides his series of cases into two 
groups, those of malignant diseases of the thyroid 
and those of toxic goiter. He has not analyzed his 
non-toxic goiters, but states that he has had 250 
with but one death, this fatality being due to pneu- 
monia and hemorrhagic nephritis. 

There have been nineteen cases of malignant dis- 
ease. One patient whose condition was diagnosed as 
malignant lymphoma is well nearly eleven years af- 
ter a subtotal thyroidectomy. Three patients with 
mixed-cell sarcoma died within a few days or weeks 
after the operation. Of fifteen cases with a diagnosis 
of carcinoma the results of treatment in eight were 
poor. Of the seven other patients, four were well 
one, five, seven, and ten years respectively after 
operation and X-ray treatment. 

In cases of encapsulated adenoma which has under- 
gone malignant degeneration the prognosis for cure 
is favorable, but when the tumor has become fixed to 
the trachea and has involved the recurrent laryngeal 
nerve it is particularly unfavorable. The author 
recommends radical operation if the X-ray examina- 
tion shows the lungs to be negative and it is probable 
that all obvious disease can be removed. Local 
anesthesia is much to be preferred to general anzs- 
thesia. If malignant disease must be left behind, 
radium needles and X-ray treatment should be em- 
ployed. Inoperable recurrences may be benefited by 
X-ray treatment. Operation offers more in the way 
of palliation or cure than treatment with the X-ray 
or radium alone. ; 

The author’s series of toxic goiters comprised 204 
cases. The mortality based on the number of pa- 
tients rather than operations has been steadily dimin- 
ishing. When there is doubt as to the advisability 
of proceeding at operation, Porter advocates pack- 
ing the wound with gauze and deferring the comple- 
tion of the operation. At the Massachusetts Gen- 
eral Hospital a thyroid clinic consisting of two 
medical men, two surgeons, and a roentgenologist 
has given X-ray treatment a thorough trial. If a 
case presents an enlarged thymus, this gland is radi- 
ated as it is believed that the operative risk is there- 


by decreased. The author cites cases of exophthal- 
mic goiter and toxic adenomata in which X-ray 
treatment caused considerable improvement or a 
cure as judged by the basal metabolic rate. After 
preliminary rest, with or without X-ray treatment, 
the graded operation is best—ligation or ligations, 
hemithyroidectomy or subtotal thyroidectomy. 

In the 204 cases analyzed there were twenty-four 
deaths in the hospital and nine deaths after dis- 
charge. The author reviews these cases in detail 
with comment as to possible errors, especially that 
of doing too much at one time. Of the hospital 
deaths, thirteen were due to hyperthyroidism, this 
being a more frequent cause early in the series; six 
were due to pneumonia or bronchitis; two to pul- 
monary emboli; one to tetany; one to status lym- 
phaticus; and one to shock. The nine deaths occur- 
ring after discharge were due to various causes; 
hyperthyroidism was responsible in only one case. 
The remaining cases heard from (147)—excluding 
twenty-six treated recently—are classified as un- 
improved, improved but not cured, cured with men- 
tal symptoms, cured with cardiac symptoms, and 
cured. A number of the cases are discussed. The 
best index of cure is permanent reduction of the 
basal metabolism to normal. 

Porter finds from his cases that though ligation 
and hemithyroidectomy may often effect a cure, the 
ultimate subtotal thyroidectomy most quickly and 
permanently reduces the basal metabolism to nor- 
mal. The psychoses of hyperthyroidism require 
long after-treatment. 

In Porter’s cases there have been no severe second. 
ary hemorrhages despite some very bloody opera- 
tions. A careful preliminary examination of the 
larynx is imperative to prevent nerve injury. Such 
injury occurred in ro per cent of the series, excluding 
malignant cases, and was more frequent in the earlier 
than in the later operations. Bilateral paralysis may 
be overlooked as the voice may be fairly good al- 
though high pitched and there is dyspnoea only at 
night or after exertion. Severe cases may require 
tracheotomy. 

Infection is more common in drained than in un- 
drained wounds. Local anesthesia seems to pre- 
dispose to infection. Porter prefers deep drainage 
through the ends of the incision with a small super- 
ficial drain in the midline outside the sutured pre- 
thyroid muscles. Fine silk is used for suturing. The 
stitches should be loosely tied and removed on the 
third or fourth day. Francis T. H’Douster, M.D. 


Mayo, C. H., and Boothby, W. M.: The Mortality 
Rate Following Operations on the Thyroid 
Gland. J. Am. M. Ass., 1923, lxxx, 891. 


At the Mayo Clinic, during the year 1922, there 
were nineteen deaths following 1,983 operations on 
1,497 patients for diseases of the thyroid gland, 
making the operative mortality 0.96 per cent. This— 
the common method of presenting statistics on 
goiter—not only fails to reveal the truth, but con- 
ceals facts which, when brought out by a more 
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detailed study, prove to be of great value. Sta- 
tistics on surgery for goiter should be carefully and 
accurately analyzed, and the results presented for 
each disease on the basis of the number of cases. 

An accurate basal metabolic rate is an index of the 
intensity of the disease in both exophthalmic goiter 
and adenomatous goiter with hyperthyroidism, 
and therefore, in conjunction with other factors, is 
of help in the selection of the best time for opera- 
tion and the best type of surgical procedure. The 
basal metabolism is of even more importance as an 
aid in the establishment of a correct differential. 
diagnosis of the various thyroid diseases. As a result 
of its use many unnecessary and sometimes harmful 
operations are avoided. 

In this report all patients who died while under 
observation in Rochester immediately after surgical 
intervention on the thyroid gland are classified as 
having died from surgical procedures, regardless of 
the cause of death. The surgical mortality by case 
according to Plummer’s classification of thyroid 
diseases was: adenomatous goiter without hyper- 
thyroidism, 0.15 per cent; adenomatous goiter with 
hyperthyroidism, 3.48 per cent; and exophthalmic 
goiter, 1.99 per cent. The mortality rate for thy- 
roidectomy in exophthalmic goiter is 0.96 per cent. 
The surgical mortality is based on the combined 
work of eight surgeons. 


Kessel, L., and Hyman, H. T.: Studies of Graves’ 
Syndrome and the Involuntary Nervous Sys- 
tem. II. The Clinical Manifestations of Dis- 
turbances of the Involuntary Nervous System 
(Autonomic Imbalance). Am. J. M. Sc., 1923, 
elxv, 513. 

By way of introduction the authors refer to the 
phylogeny and embryology of the involuntary nerv- 
ous system, the anatomical and physiological differ- 
ences between the involuntary and voluntary nerv- 
ous system, the thoraco-lumbar and bulbo-sacral 
subdivisions of the involuntary nervous system, and 
the factors which maintain the tonicity of the in- 
voluntary nervous system. Their report deals with 
cases in which the symptoms can be ascribed to dis- 
turbances in the realm of the involuntary nervous 
system. These symptoms they divide into three 
groups. The first group includes those which are 
objective and due to disturbance of the function of 
an organ in which no lesion can be demonstrated by 
the most painstaking clinical examination. The 
second group differs only in that the manifestations 
are subjective. In the third group are such symp- 
toms as asthenia and tremor. To the syndrome 
presented by the association of these symptoms 
the authors apply the term “autonomic imbalance.” 
In it they include conditions ordinarily called ‘“lar- 
val hyperthyroidism,” the “forme fruste” hyper- 
thyroidism, Basedowoid, suprarenal insufficiency, 
etc. Eighty-six cases were studied. In none was 
there a definite or constant elevation of the basal 
— but autonomic imbalance was present 
in all. 
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The factors that predispose to this syndrome are 
at present unknown. As exciting causes, sex epochs, 
focal infections, and psychic insult are mentioned. 
Among the subjective symptoms are palpitation, 
dyspnoea, headache, insomnia, and loss of weight, 
while the objective symptoms include diarrhoea, eye 
signs, gastric disturbances, menstrual disturbances, 
sweating, vasomotor instability, mental disturb- 
ances, tachycardia, irregularities of cardiac action, 
and tremor. Reference is made also to phenomena 
that may be inferred to be sympathomimetic since 
they are frequently present in autonomic imbalance 
and are accentuated by adrenalin. Such are “‘ nervous- 
ness,” asthenia, goiter, and elevation of the basal 
metabolism. Interesting also is the reference to 
associated conditions, the correlation of symptoms, 
and sensitiveness to drugs. A table shows the re- 
sponses to the subcutaneous injection of atropin and 
adrenalin in two groups of “‘normal persons” (medi- 
cal students and convalescent patients). Of these, 
about 22 per cent reacted to atropin and 30 per cent 
reacted to adrenalin. The most constant symptoms 
observed in these patients were tachycardia and 
— without fever or change in the basal metab- 
olism. 

Unless the exciting cause of the imbalance can be 
removed, the results are extremely discouraging. 
The condition usually runs a long course. 

The important points brought out in the article 
are summarized as follows: 

1. A study of the clinical manifestations of 
autonomic imbalance is presented. 

2. Such instability of the involuntary nervous 
system probably constitutes a diathesis. 

3. Focal infection, psychic trauma, and the sex 
epochs accentuate the syndrome. 

4. The symptoms are strikingly similar to those 
of Graves’ syndrome. Autonomic imbalance may 
co-exist with myxcedema. 

5. Local manifestations in a single organ, such as 
the stomach or heart, may attract attention to that 
organ instead of to the general disturbance of the 
involuntary nervous system. 

6. Hyperplasia of the thyroid gland is very fre- 
quently associated with the syndrome. It is more 
apt to be secondary than causative. 

7. In autonomic imbalance there is never a dis- 
tinct and continuous elevation of the basal metab- 
olism. This constitutes an important difference 
from Graves’ syndrome. 

8. The recognition of clinical autonomic im- 
balance is simple. More important, however is the 
exclusion of Graves’ syndrome and the determina- 
tion of the exciting cause of the imbalance. 

9. There are noscientific data to prove the partici- 
pation of the ductless glands in the production of 
this syndrome. 

10. While persons with autonomic imbalance are 
usually sensitive to atropin and adrenalin, this drug 
sensitiveness may be present in the absence of 
autonomic imbalance. These facts may be ex- 
plained on a pharmacological basis, 
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11. Clear-cut subgrouping of such persons into 
vagotonic and sympathicotonic cannot be made 
clinically until definite knowledge regarding the 
tonus of the involuntary nervous system has been 
gained. 

12. Autonomic imbalance can rarely be arrested 
permanently. Usually the symptoms may be allevi- 
ated, but the diathesis persists. 

13. Hormone therapy is without foundation and 
is useless. E. C. RositsHek, M.D. 


Edling, L.: The X-Ray Treatment of Basedow’s 
Disease (Erfahrungen ueber die Roentgentherapie 
bei Morbus Basedowii). Fortschr. a. d. Geb. d. 
Roentgenstrahlen, 1923, XXX, 117. 


Of thirty of the cases of exophthalmic goiter which 
were treated with the X-rays by the author during 
the period from 1915 to 1919, twenty-five showed a 
definite Basedow syndrome, while five were of the 
‘forme fruste”’ type. Thirty per cent of the patients 
were rendered almost free from symptoms, 43.3 per 
cent were benefited, 20 per cent were not benefited 
or died, and 6.7 per cent developed a recurrence. 

Of first importance in judging the results is the 
pathologically changed metabolism indicated by the 
body weight. Next, the vasomotor disturbances 
must be taken into consideration (tachycardia, en- 
largement of the heart, diarrhoea, sweats), and 
finally the nervous symptoms, such as restlessness, 
etc. Of less direct importance are the goiter, exoph- 
thalmos, and tremor. These visible phenomena 


resist treatment longest. The majority of the cases 
were given hygienic and dietetic treatment in addi- 


tion, but the author believes that the roentgen 
treatment was chiefly responsible for the cure. In 
most of the cases distinct improvement occurred 
within four months. 

It is interesting to compare these cases with those 
given surgical treatment. An advantage of surgical 
treatment, which gives about the same results as 
roentgen treatment, is that it effects a cure more 
quickly. This is outweighed, however, by the danger 
of postoperative Basedow death, which occurs in 
about ro per cent of the cases. Failure of the roent- 
gen treatment, which occurs in about 20 per cent of 
the cases, is still unexplained. As usually these are 
severe cases, it is probable that the explanation must 
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be based on the still not sufficiently understood 
pathogenesis of the disease and the frequent difficulty 
in the clinical differentiation of the uncomplicated 
Basedow syndrome. Other causes cited, such as the 
duration of the disease, differences in the technique 
of radiation, unfavorable living conditions, serious 
cardiac changes, etc., have not been proved. An 
objection to roentgen treatment advanced by von 
Eiselsberg and Mayo is that it causes adhesions 
between the gland and the surrounding tissues 
which render subsequent operation more difiicult. 


-In the author’s opinion this objection is not valid 


because among the Basedow cases operated upon 
in Lund, sclerotic changes were found even in some 
of those which had not been radiated. 

(Z). 


Fried, C.: The Roentgen-Ray Treatment of 
Basedow’s Disease (Ueber Roentgenbehandlung 
des Morbus Basedow). Deutsche Ztschr. f. Chir., 
1922, clxxvi, 254. 

In thirteen cases the practicability of roentgen- 
ray treatment was proved. After the conclusion of 
the treatment the patients were re-examined at 
regular monthly intervals. The technique used was 
essentially that recommended by Nordentoft and 
Blume. High dosages were employed. With 8 ma. 
secondary current, 85 kv. secondary gap, and a 
distance of 25 cm., there was given to the thyroid 
80 per cent, and to the thymus go to 92 per cent, of 
an erythema skin dose. At first an aluminum filter of 
3 to 5 mm. was used. Later, % mm. of zinc and % 
mm. of aluminum were employed. Most otf ihe 
cases were given radiation for the second time after 
a period of three months. 

Considerable improvement resulted in all of the 
cases. The subjective complaints of fear and in- 
somnia disappeared early, but a certain irritability 
of the circulatory system persisted longer. Full 
ability to work returned. Objectively, improvement 
was indicated by slowing of the pulse, cessation of 
tremors, a gain in weight, and the condition of the 
blood. The increased hemoglobin content, the 
overcoming of the leukopenia, and the disappear- 
ance of the lymphocytosis were all worthy of note. 
The results justify more extensive investigations 
with radiation. BRUNNER (Z). 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Michael, J. C.: The Old Head Injury Case. J. Am. 
M. Ass., 1923, 1xxx, 1047. 


This article is summarized as follows: 

1. One hundred old head injury cases were 
studied with special reference to the neurological 
complications, the probable factors in their produc- 
tion, and the degree of the vocational handicap. 

2. Except in cases of penetrating brain injury, 
the prognosis for life is very favorable if the imme- 
diate complications are overcome. 

3. Freedom from invalidism is uncommon. 
Fifty-three per cent of persons so injured are unable 
to support themselves. 

4. Careful, early treatment will do much to 
prevent chronic invalidism. 

5. Increased intracranial pressure and signs of 
local irritation are the only indications for surgery 
of the head in the acute as well as the chronic case. 

Cart R. M.D. 


Martin, P., and Cushing, H.: Primary Gliomata of 
the Chiasm and Optic Nerves in Their Intra- 
cranial Portion. Arch. Ophth., 1923, lii, 209. 


This article is concerned with the report of seven 
tumors, all of them gliomata which seemed to have 
originated either in the chiasm or the optic nerves 
adjacent to it. In only one instance, and then 
because of a co-existent disorder, was the origin and 
character of the lesion surmised before operation. 
Though a correct localizing diagnosis of a supra- 
sellar lesion had been made in every case except two, 
a tumor of hypophyseal or pharyngeal-pouch origin 
with secondary involvement of the chiasm through 
pressure was sought. 

The authors favor the anterior route for exposure 
of the suprasellar region. The mortality of these 
osteoplastic procedures is very low, and in the 
majority of cases they afford an excellent view of the 
region from in front without damage to the brain. 

At the time this article was written the Brigham 
Hospital series included 826 histologically verified 
intracranial tumors. Of these, 345 (41.7 per cent) 
were gliomata of various types and regions. The 
seven chiasmal tumors included in this report there- 
fore represent only 2 per cent of the 345 gliomata 
and only 0.84 per cent of all verified tumors. 

The 233 verified tumors arising from or near the 
hypophysis and affecting the chiasm by direct 
pressure were as follows: hypophyseal adenomata of 
all types, 164; craniopharyngeal pouch tumors, 
thirty-eight; endotheliomata, thirteen; interpe- 


duncular gliomata, thirteen; teratomata, three; and 
epidermoid cholesteatomata, two. 
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In seventy-two cases a transfrontal operation 
was performed for obviously suprasellar lesions and 
the region of the chiasm brought into view. In 
eleven of these cases the nature of the lesion was not 
determined. The sixty-one cases which were 
histologically verified included twenty-seven tumors 
of the craniopharyngeal pouch, nine suprasellar 
endotheliomata, eight hypophyseal adenomata, five 
adenomatous cysts, five chiasmal gliomata, three 
cases of arachnoiditis circumscripta, two epidermal 
cholesteatomata, and two gliomata of the third 
ventricle. 

The authors give the histories of five cases of 
chiasmal glioma found at operation and of two 
others which were first discovered at autopsy. The 
report includes forty-two illustrations. 

Except in the presence of obvious evidences of 
von Recklinghausen’s disease, the differential diag- 
nosis must be based chiefly upon the findings of the 
ophthalmoscope, the perimeter, and the X-ray. 

All of the seven cases reported showed an ad- 
vanced optic atrophy, and in five there was no 
doubt that it was primary, as would be expected 
from a lesion of any sort whatsoever which com- 
presses the nerves or chiasm. So far as noted, the 
ophthalmoscopic picture of these conditions is 
indistinguishable. 

In all instances except the last, the loss of vision 
had been comparatively rapid and progressive, so 
that by the time the patient came under observation 
it had advanced to blindness in one eye at least. 
One patient was totally blind on admission, and two 
of the young children, in whom the registration of 
visual acuity was not possible, had apparently but 
little vision left. In the three patients whose acuity 
was recorded, vision was lost in one eye and greatly 
impaired in the other. Marked diminution of vision 
in the less affected eye seems to be a characteristic 
of cases of chiasmal tumors. 

Perimetric observations which were regarded as 
reliable were possible in only three cases. In all of 
these there was a defect in the temporal half of the 
field, but in no instance did the hemianopsia show 
the clean vertical bisection which is so often char- 
acteristic of pituitary tumor. 

A tendency to adiposity was apparent in four of 
the patients, a slight degree of polyuria and poly- 
dipsia in two of them, somnolence and lassitude in 
two, and loss or lack of hirsutes in two. In none of 
the patients, however, were these symptoms suffi- 
ciently evident to justify the designation of adiposo- 
genital dystrophy which characterizes advanced 
grades of pituitary insufficiency. 

Comparative differential points between the chi- 
asmal and the more common variety of suprasellar 
tumors arising from Rathke’s pouch are as follows: 
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Tumor of the Craniopharyngeal 
Pouch. 


Primary optic atrophy. In late 
stages, because of hydrocephalus, 
cedema may be superimposed. 


_Bitemporal hemianopsia, or if 
vision is lost in one eye, fairly 
acute vision retained in the seeing 
half of the other eye. 

Process slow, often remaining 
stationary for long periods. 

Sella variously deformed, en- 
larged, or normal. Posterior clin- 
oids more affected than anterior. 
Suprasellar shadows common. 


Tumor of the Chiasm. 


Primary optic atrophy occa- 
sionally with tumor involvement 
of the nerve head. Unilateral 
exophthalmos in advanced cases. 

Acuity low in both eyes, with 
fields showing less typical hemian- 
opic defects. 


Process on the whole more rapid 
and progressive. 

In advanced cases sella shows 
apparent extension under anterior 
clinoids from distention of optic 
foramina. No suprasellar shad- 


ows. 

_ Secondary pituitary manifesta- 
tions inconspicuous. Cutaneous 
indications of von Recklinghau- 
sen’s disease to be sought. 


Secondary pituitary manifes- 
tations common with adiposo- 
genital dystrophy and infantilism. 


The microscopic picture in the seven cases was 
unmistakably that of glioma. The authors give a 
complete description with each case report. As is 
true of gliomata elsewhere in the brain, there was 
considerable difference not only in the architecture 
but also in the structure of the several tumors. 

Gliomata are designated as those tumors of the 
central nervous system which, with proper selective 
stains, show glia fibrils. 

Whether complete removal of the chiasm in- 
volved in one of these lesions would be justified if 
the growth happened to be exposed at an early stage 
of the process and before it had spread is doubt- 
ful. The authors express this opinion in spite of 
the favorable prognosis given by ophthalmic sur- 
geons in cases in which a large glioma has been 
removed with the orbital portion of the nerve. In 
the present stage of our understanding of the 
therapeutic possibilities of deep radiation, treatment 
with radium or the X-ray, though far from encourag- 
ing, is probably the best hope, but final judgment 
on these matters must be deferred. 

The authors’ conclusions are as follows: 

“One consideration certainly will be of interest to 
ophthalmologists, namely, that we have here an- 
other explanation for some of the obscure cases of 
primary optic atrophy so often attributed to a 
retrobulbar neuritis. They will promptly recognize 
that we have dealt in this paper with a lesion already 
familiar to them, though largely when the process 
of tumefaction within one orbit has reached such a 
size that exophthalmos results. 

“It is quite possible that we will all, ophthalmol- 
ogists, neurologists, and neuro-surgeons, come to 
recognize these lesions with sufficient accuracy to 
permit us either to avoid operation altogether, or 
at least to know better with what sort of a lesion 
we will have to deal before its surgical exposure. 

“Certainly a primary atrophy in cases of gen- 
eralized neurofibromatosis, or even those with slight 
manifestations of this malady will rest under suspi- 
cion of having a gliomatous process in the chiasm 
or its adjacent nerves. Suspicion will be aroused 
also when there is an obvious swelling of an atrophic 
nerve head without evidence of increased intra- 
cranial tension. 


INTERNATIONAL ABSTRACT OF SURGERY 


“But even in the absence of these tell-tales of the 
process, when a primary atrophy of the nerves jn 
young persons is associated with the peculiar sellat 
deformation which has been described, and withour 
the shadows usually cast by the more common 
tumors of this region in childhood, one may well con- 
sider the possibility that the symptoms are due toa 
primary glioma of the chiasm.” 

Car R. STEINKE, M.D. 


Hinrichsmeyer, C.: Resection of the Choroid 
Plexus in Severe Unilateral Internal Hydro- 
cephalus: Traumatic Ventricle Cyst (Resek- 
tion des Plexus choroideus bei einseitig hochgradigem 
Hydrocephalus internus: traumatischer Ventrikel- 
cyste). Arch. f. klin. Chir., 1923, cxxii, 742. 

The theory that the cerebrospinal fluid has its 
origin principally, if not exclusively, in the the cho- 
roid plexus of the ventricles of the brain is gaining 
in probability. Dandy applied it in the treatment 
of internal hydrocephalus, since in the cases of four 
children he incised the brain and ligated and re- 
sected the tela choroidea where it makes its exit 
from the foramen of Monro. The author also has 
had an opportunity to remove this plexus and be- 
lieves from his three weeks’ observation of the case 
that he is justified in drawing conclusions regarding 
re — upon the formation of cerebrospinal 

uid. 

The patient, who was ro years of age, was brought 
to the hospital on account of epilepsy. This child 
had been delivered with instruments after three 
days of difficult labor, and suffered an attack of 
convulsions on the first day of life. One year later 
the convulsions returned, continued longer, and in- 
creased in severity. There was no noteworthy mental 
defect. The left hand hung limp and useless. The 
left foot was maintained in a slightly spastic equinus 
position. The diagnosis was infantile spastic hemi - 
plegia. 

An osteoplastic trephination was done in the right 
parietal and temporal region under the assumption 
that the condition was a traumatic cyst in the cen- 
tral region. The dura, which did not pulsate, showed 
a cicatricial area. When it was opened, a bluish, 
translucent cyst was revealed. This was incised 
after the removal of a watery fluid by puncture. 
There was then exposed a cavity, 7 cm. deep, 7 cm. 
wide, and 11 cm. long, which had smooth walls. In 
the center of the base of this cavity was the foramen 
of Monro from which issued the plexus, floating free 
in cerebrospinal fluid. Therefore the cyst was the 
dilated lateral ventricle. 

A portion of the skull, the cicatricial area in the 
dura, and a portion of the thin cyst wall were excised 
and the wound was tightly closed. The cyst was 
found to be connected with the subcutaneous tissue. 
Resorption of the cerebrospinal fluid was manifested 
by oedema of the soft parts around the wound and 
the eyelids, but this soon disappeared. Subsequently 
the cavity refilled, the bony covering being lifted 
up. A cerebrospinal fluid fistula was formed in the 
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suture line. On account of the marked increase in 
pressure, lumbar puncture became necessary. Lum- 
bar pressure finally increased to 360 mm. of water 
and there was marked bulging of the skull. 

As the patient’s condition became continuously 
worse, it was then assumed that the secretion of 
cerebrospinal fluid was increased by irritation of the 
choroid plexus and that a valve closure had occurred 


.D. between the ventricles and lumbar space. There- 

fore at the end of six days the old wound was re- 
oroid opened, the skull flap turned back, and the plexus, 
ydro- which was adherent at the base of the brain cavity, 
.esek- was ligated at its exit from the foramen of Monro 
ligem {§ and removed. Between the skull and the epicrani- 
rikel- yma tunnel was formed through the soft parts be- 

hind the right ear and tamponed with iodoform 
its gauze. 

cho- After the operation there was marked cedema of 
ining the face and in the region of the wound. The tampon 
ment was therefore removed and the wound canal ex- 
four tended downward. The patient’s general condition 
d re- then became remarkably good, but on the twenty- 
exit fifth day after the first operation, when he was about 
» has to be discharged from the hospital, convulsive twitch- 
1 be- ings of the left half of the body and coma suddenly 
case developed. Death resulted at the end of the third 
‘ding day following an epileptic seizure. 
pinal Autopsy showed principally in the frontal region 

of the right hemisphere a defect as large as a fist 
ught (the enlarged lateral ventricle). The frontal convolu- 
child tions were flattened and thinned, the islands of Reil 
hree were completely destroyed, and the lower portions 
k of of both central convolutions were similarly affected. 
later The large trunk ganglia at the base of the cyst 
1 in- could not be recognized. The resected plexus ap- 
ntal peared normal. 

The A second opportunity for plexus resection was 
inus offered in a case of congenital hydrocephalus. 
emi - The patient was a poorly developed infant 5 

months old. The circumference of the head was 56 
ight cm. Cerebrospinal fluid was removed by puncture 
tion done first on the left side and a few days later on 
cen- the right side. When trephination was performed in 
wed the right temporal region, the protruding brain 
‘ish, broke open and discharged cerebrospinal fluid in a 
ised stream. The right lateral ventricle was enormously 
ure. dilated. The choroid plexus was ligated and re- 
cm. moved. 

In Death occurred seven days after the operation. 
nen Autopsy revealed dilatation of the fourth ventricle 
free and status thymicolymphaticus. The plexus was 
the very large and thick and showed enormous dilatation 

of the vessels, even of the capillaries. At several 

the points there were blood lacunz. STREISSLER (Z). 
- Cohn, E.: Gummata of the Hypophysis (Gummen 
mn der Hypophyse). Arch. f. path. Anat., 1923, ccxl, 452. 
ted The author reports a case of gummatous degenera- 
ind tion of the hypophysis involving the infundibulum 
tly and the optic chiasm and originating in the floor of 
ted the third ventricle. The patient was a 43-year-old 
the woman who showed the clinical symptoms of tertiary 
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lues, later the initial stage of adiposo-genital dys- 
trophy, and finally hypophyseal cachexia, and died 
following the sudden appearance of cerebral symp- 
toms. Autopsy showed that all of the posterior lobe 
and most of the anterior lobe of the hypophysis had 
been destroyed by syphilitic granulation tissue with 
miliary caseous gummata. 

This is the first case of hypophyseal gumma in 
which adiposo-genital dystrophy on a syphilitic 
basis was diagnosed clinically and confirmed by 
autopsy. 

The author reviews the literature of the disease, 
discussing twenty-one cases, seventeen of acquired 
and four of congenital syphilis. Females are afiected 
much more frequently than males, probably be- 
cause of the burden placed upon the hypophysis 
during pregnancy. The anterior lobe appears to be 
particularly susceptible to the syphilitic virus. 
Hypophyseal gummata range in size from that of a 
small pea to that of a walnut. 

The clinical diagnosis of hypophyseal lues is based 
upon the presence of acromegaly, adiposo-genital 
dystrophy, and hypophyseal cachexia. But the two 
former syndromes cannot be considered decisive in 
all cases. In acromegaly it is difficult to conceive of 
a syphilitic involvement of the anterior lobe in the 
form of an eosinophile adenoma which causes both 
an increase in the internal secretion and erosion 
of the pituitary fossa. The adiposo-genital dys- 
trophy is generally, as in the case reported by Cohn, 
quickly overtaken by the hypophyseal cachexia 
caused by the rapidly advancing destruction of the 
hypophysis and therefore is of significance only in 
the early stages. BupveE (Z). 


Levison, L. A., and Alter, F. W.: Glioma of the 
Optic Thalamus. Am. J. Ophth., 1923, 3s.vi, 468. 


Levison and Alter present a very complete case 
report with cuts showing the gross and microscopic 
anatomy of the tumor and one field of vision. The 
patient was a man 66 years old. The points of 
particular interest in the case were: (1) early 
hemorrhagic retinitis of one eye followed suddenly 
a month later by choked disk; (2) complete external 
ophthalmoplegia of one eye with proptosis; (3) 
negative X-ray pictures; and (4) the absence of 
sensory symptoms, chorieform movements, and 
tremor. Tuomas D. AtLen, M.D. 


Burhans, C. W., and Gerstenberger, H. J.: In- 
ternal Hemorrhagic Pachymeningitis in In- 
fancy: Report of Five Cases. J. Am. M. Ass., 
1923, Ixxx, 604. 

Internal hemorrhagic pachymeningitis occurring 
in infancy cannot be considered a rare disease. 
The authors discuss the various theories advanced 
regarding its pathogenesis and report five cases 
treated in their own clinic within a period of three 
years. These cases do not bear out the contention 
that infections, especially syphilis and diphtheria, 
are causative factors or that a poor state of nutrition 
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plays an important réle. The authors believe that in 
four of their five cases trauma was a factor. 

The prominent signs of the disease are retinal 
hemorrhages, fontanel puncture revealing bloody 
or yellow fluid in the subdural space, convulsions, a 
bulging fontanel, enlargement of the head, and nasal 
discharge. 

Additional observations were made in two cases 
in which the calcium content of the fluid obtained 
through the fontanel puncture was determined and 
found to be decidedly lower than that of the blood 
serum, whereas the inorganic phosphorus content 
of the fluid and blood serum was practically the 
same. ‘‘Since the results are the same as the figures 
usually obtained by determinations on whole blood, 
it would seem logical to conclude that the fluid in 
these subdural cysts is blood unaltered except for 
the solution or digestion of all or part of the red 
blood corpuscles. This conclusion, however, is not 
supported by the amounts of sodium and _ potas- 
sium, which were the same as in serum, nor by the 
percentage of protein, which showed great vari- 
ation.” 

The coagulation time and the bleeding time were 
normal in three cases in which the tests were per- 
formed. FE. SHackieron, M.D. 


SPINAL CORD AND ITS COVERINGS 


Viets, H. R.: Acute Ascending Meningomyelitis 
Possibly Resulting from Arsphenamin Ther- 
apy. Boslon M. & S.J., 1923, clxxxviii, 895. 

The case reported by the author seems to fall into 
the acute spreading myelitis group of Collier which 
is ascending in character and associated with definite 
meningeal involvement. It varied somewhat from 
other reperted cases in its great rapidity of develop- 
ment and the completeness of the cord involve- 
ment. A possible etiological factor is suggested in 
an arsphenamin reaction somewhat analogous to 
encephalitis hamorrhagica. The possibility that 
the case was one of thecal hemorrhage, spreading 
poliomyelitis, or acute ascending polyneuritis seemed 
to be ruled out by the history, its course, and the 
spinal fluid findings. SAmuEL Kann, M.D. 


PERIPHERAL NERVES 


Stookey, B.: Artificial Nerve Branches for the 
Innervation of Paralyzed Muscles. Arch. Surg., 
1923, V1, 731- 

When a nerve trunk is injured at a level at which 
important muscular branches are given off, the 
muscles supplied by these branches are usually 
permanently paralyzed as there remains no path for 
the conduction of neuraxes from the nerve trunk 
to the muscle. The object of the author’s research 
was to find a means of forming nerve branches arti- 
ficially. 

A method was found whereby a nerve trunk could 
be made to grow nerve branches at any level in its 
course and to supply any of the muscles which it 


supplied formerly. Artificial nerve branches wer 
made by using a free autogenous nerve transplant, 
preferably a small cutaneous nerve. The central en( 
of this transplant was sutured into the nerve trunk 
and the distal end implanted directly into the mu. 
cle to be innervated. 

In selecting the point on the nerve trunk for the 
suture of the artificial nerve branch, it would per. 
haps be preferable, on general physiological grounds. 
to choose a level near that at which the muscular 
branches came off formerly. 

Five dogs were employed in the author’s experi- 
ments. The first, a small black French poodle, died 
at the end of twenty-four days. The nerves on the 
inner side of the foreleg of the animal were exposed 
above the elbow in the usual manner. When the 
median nerve was traced, there seemed to be two 
branches, one on either side of the brachial artery. 
These were traced beneath the artery, where they 
united at the biceps tendon and passed in the direc- 
tion taken by the median nerve. The dissection of 
the biceps was done to make sure that no branches 
entered from the median, ulnar, or musculospiral 
nerve. The ulnar nerve was isolated in the middle 
third of the arm, and an adjacent skin branch, ; 
cm. long, was freed and cut after a waxed silk suture 
had been passed at either end. 

The same technique was used in the experiments 
on the four other dogs. One of these animals died 
and the others were killed a certain number of days 
after the beginning of the experiments. 

The author draws the following conclusions from 
his work: 

1. When muscular branches are destroyed and 
nerve suture is impossible, paralyzed muscle may be 
innervated by the formation of an artificial nerve. 

2. When a free nerve transplant is sutured to the 
nerve trunk and the distal end is implanted directly 
into the muscle, the free nerve transplant serves as 
a conduction path from the nerve trunk to the 
muscle. 

3. An artificial nerve branch may be made for a 
muscle from a nerve trunk which normally supplies 
the muscle. If this nerve trunk is totally destroyed, 
a branch may be made from an adjacent nerve. Thus 
a muscle can be brought under the domain of a nerve 
which does not supply it normally; for example, the 
biceps may be supplied by an artificial branch from 
the musculocutaneous or, if the musculocutaneous 
is destroyed, it may be innervated by an artificial 
branch from the ulnar or median nerve. 

4. Evidence that paralyzed muscles may be 
neurotized by an artificial nerve branch was shown 
by electrical stimulation of the artificial nerve 
branch which resulted in a rapid and quick con- 
traction of the muscle, by the normal size and color 
of the muscle, and by the histologic findings which 
revealed normal striations in the muscle fibers. The 
presence of nerve branches and nerve fibers in the 
muscle thus innervated is conclusive evidence that 
neurotization has taken place. 

Grorce E. Betsy, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


n,C. H.: The Stoffel Operation for Spastic 
Paralysis. Surg., Gynec. & Obst., 1923, xxxvi, 613. 


The value of any operative treatment for the 
relief of spastic paralysis cannot be determined 
without taking into account the degree of associated 
mental impairment. Whatever the mental condi- 
tion, however, a good functional result may render 
the patient a more useful member of society and 
possibly may cause some mental improvement. The 
jour clinical types—spastic diplegia, spastic para- 
plegia, spastic hemiplegia, and spastic monoplegia— 
present a descending scale of mental impairment. 

The author gives the Tubby etiological classi- 
fication of spastic paralysis and reviews the limi- 
tations of, and indications for, various procedures 
which have been employed in this condition, such 
as tenotomy, tendon transplantation, resection of 
posterior nerve roots, cranial decompression, the 
injection of alcohol into the nerve, and intra- 
perineural neurotomy. The so-called Stoffel opera- 
tion appeals because of its simplicity, the exact 
dosage possible, the slight likelihood of a recurrence 
of the contracture, and the absence of a consequent 
disturbance of sensation. 

This operation utilizes the anatomical facts that 
the cross-sectional topography of a nerve is unvary- 
ing, the motor fibers are arranged in gross bundles 
at the periphery, and the muscular destination of 
these bundles is unvarying. Partial section of a 
given bundle will cause a flaccid paralysis of the 
corresponding elements of the muscle, leaving the 
remainder in a spastic condition. If the residual 
spasticity is correctly estimated when the nerve 
is sectioned the equilibrium with the opposing 
muscles will be restored. 

The author has performed fifty-nine such opera- 
tions in twenty-four cases, employing the median, 
sciatic, obturator, and internal popliteal nerves. He 
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reviews the technique of nerve isolation in these 
four groups of cases and discusses the degree of 
sectioning necessary on the basis of the degree of 
spasticity. He concludes that the operation is of 
greatest value in spastic contractures of the ad- 
ductors and spastic equinus. 
Brief reports of the twenty-four cases are given. 
P. R. M.D. 


SYMPATHETIC NERVES 


Ford, R. K.: A Note on the Treatment of Chronic 
Ulceration of the Lower Extremities. Lancet, 
1923, CCiV, 1005. 

Chronic non-specific ulceration of the legs and 
feet is disabling and requires prolonged treatment. 
Increased circulation to the extremity favors heal- 
ing. Leriche employed arterial sympathectomy in 
the treatment of Raynaud’s disease, trophic ulcer, 
etc. Handley obtained the same but more perma- 
nent results by injecting alcohol into the vessel wall. 

The author suggests the use of alcohol injections 
in all cases of chronic ulceration of the leg to increase 
the peripheral circulation and promote healing. 

A case reported was that of a 52-year-old man who 
was admitted to the hospital with a chronic ulcera- 
tion of the right ankle and the dorsum of the right 
foot of several months’ duration. After the ulcers 
had been soaked in normal salt solution for a period 
of ten days to remove the crusts, discharge, etc., the 
common femoral artery was exposed under chloro- 
form anesthesia and its wall injected in each quad- 
rant of its circumference with 5 per cent eucaine 
solution, about 0.5 c.cm. being used in all. The 
dressings were left undisturbed for four days. At 
the end of that time al! superficial ulceration had 
healed. The patient was discharged cured in two 
weeks. Wir J. Pickett, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Rowntree, C.: Cancer of the Breast. Brit. M. J., 
1923, i, 747- 

Cancers of the breast constitute one-third of all 
cancers occurring in the female. If an early opera- 
tion is performed, there will be no recurrence in 30 
per cent of the cases. In the remaining 70 per cent 
a well-planned radical operation will generally re- 
lieve discomfort and prolong life, but the patient 
will eventually die of a metastasis. 

If the results of the treatment of carcinoma are to 
be improved, persons with cancer must consult the 
physician earlier, physicians must be more positive 
in their diagnosis, and operation must be performed 
at once by a competent surgeon. The laity can be 
instructed regarding cancer through the medium 
of the public schools, by pamphlets and leaflets 
similar to those issued by the Cancer League, and 
by newspaper publicity. 

Because cancer of the breast is painless and harm- 
less in appearance in the early stages, the diagnosis 
is often delayed or missed altogether until too late. 
Tiny cysts, adenomata, and cancers of the breast 
are so similar to one another that mistakes are made 
by the best diagnosticians and surgeons. A hypo- 
dermic needle inserted in a cyst will determine its 
nature, but in most cases the only positive method 
of differentiating an adenoma from a carcinoma is 
microscopic examination. A point not usually 
brought out in the early diagnosis of malignancy is 
an almost imperceptible adhesion to the skin. In 
its earliest stages this can be made to appear by 
grasping the breast on each side of the suspicious 
area. 

Of 100 of the author’s consecutive cases of breast 
tumor, fifty-nine were malignant and forty-one non- 
malignant. Doubtful tumors of the breast should 
always be considered malignant until proved other- 
wise. As only fifteen of these 100 cases revealed 
mastitis, the author believes that mastitis is not a 
cause of cancer and does not call for amputation 
of the breast unless there is extensive cystic forma- 
tion. 

The proper treatment of breast carcinoma is 
radical removal. As a rule the best anesthetic is 
ether combined with chloroform vapor. In the 
_ of old or feeble women, local anesthesia is 

est. 

Radium is useless in all forms of breast carcinoma 
and in many other forms of malignancy. In the 
X-ray we have a valuable means of relieving pain 
and prolonging life. In the author’s opinion, the 
deep therapy machines are little or no better than 
other roentgen-ray machines. 

Paut W. Sweet, M.D. 
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TRACHEA, LUNGS, AND PLEURA 


Leb, A.: Pulmonary Embolism Following the Filj- 
ing of a Fistula with Beck’s Bismuth Paste 
(Lungenembolie nach Fistelfuellung mit Beckscher 
Wismutpaste). Beitr. z. klin. Chir., 1923, cxxviii, 
515- 

The case reported, which was observed at the 
Hacker clinic, was that of a woman 24 years old 
who had been subjected to thyroidectomy seven 
weeks previously. Ten cubic centimeters of 30 per 
cent Beck’s paste of bismuth carbonate were in- 
jected under moderate pressure into a residual fis- 
tula after curetting of the tract. The patient im- 
mediately collapsed. 

The X-ray showed emboli in both lungs in the 
region of the pulmonary artery. After the fifteenth 
day these began to disappear. When the patient 
was discharged on the thirty-eighth day, the 
shadow in the lung had disappeared almost com- 
pletely. 

The author assumes that as a result of the 
curettage of the fistulous tract the paste entered the 
veins, reached the right side of the heart, and from 
there entered the lesser circulation, where it became 
lodged. Recovery resulted because only a slight 
amount of the material was injected. 

This case shows that in the filling of fistule 
Beck’s paste must be used with the greatest care. 
Injury of the fistulous tract and the use of pointed 
tips should be avoided. Cotmers (Z). 


Heuer, G. J.: Lung Abscess. Minnesola Med., 1923, 
vl, 279. 

From the standpoint of etiology, lung abscesses 
may be divided into the following groups: (1) those 
secondary to tonsillectomy; (2) those secondary to 
the aspiration of a foreign body; (3) those secondary 
to infectious processes elsewhere; (4) those secondary 
to surgical operations; (5) those secondary to benign 
or malignant strictures of the oesophagus, trachea, 
or bronchi with perforation; and (6) those secondary 
to pneumonia. 

At present it is believed by the majority of general 
surgeons that tonsillectomy is the most frequent 
cause of lung abscess. As a rule in such cases the 
abscess is due to the aspiration of infected blood 
or particles from the tonsils. Nose and throat 
specialists regard embolism with infarction through 
the blood and lymph streams as the most frequent 
cause. The type of anesthesia is an important 
factor. The great majority of lung abscesses follow 
tonsillectomy performed under general anesthesia. 
Therefore this is a problem of preventive surgery. 
The elimination of general anesthesia would elimi- 
nate the greater number of lung abscesses, but not 
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all. Students planning to do nose and throat work 
should have sufficient training in general surgery 
to make them familiar with surgical pathology, 
surgical technique, and the control of hemorrage. 

A study of the literature indicates that the aspira- 
tion of teeth, kernels of grain, and other foreign 
bodies is a frequent cause of lung abscess. Preven- 
tive measures should be taken against the aspiration 
of foreign bodies, and those that have been aspirated 
should be removed promptly. A patient who has 
aspirated a foreign body should be subjected to a 
bronchoscopic examination as soon as possible. 

Lung abscesses secondary to infectious processes 
elsewhere, such as liver abscesses, appendicitis, 
mastoiditis, etc., also have their preventive aspect 
in the way of early diagnosis and prompt treat- 
ment. 

Lung abscesses secondary to clean surgical opera- 
tions such as gastro-enterostomy, herniotomy, and 
thyroidectomy are not rare, and are complications 
justly to be feared. The mechanism of their pro- 
duction is varied. Some are due to the aspiration of 
saliva or vomitus. The basic lesion is either a bron- 
chopneumonia or infarct which subsequently under- 
goes abscess formation. Preventive measures in 
these cases should be directed toward the careful 
administration of the anesthetic, gentle handling of 
the tissues, and greater attention to postoperative 
treatment. 

Relatively few cases of lung abscesses are due to 
malignant disease, stricture and other conditions 
of the oesophagus, and malignancy of the bronchi. 
These primary conditions are very serious and the 
diagnosis is often made late. Care should be exer- 
cised in dilating benign lesions of the cesophagus. 

Formerly pneumonia was considered the most 
frequent cause of lung abscess. Preventive measures 
in cases of pneumonia must be outlined by the 
internists. 

Lung abscess may occur as a single or a multiple 
lesion, the incidence of the two types being approxi- 
mately the same. Multiple lung abscesses are more 
difficult to diagnose, resist medical and surgical 
treatment, and are especially prone to occur follow- 
ing infectious processes elsewhere. 

Advances have been made in the diagnosis and 
localization of abscesses. An accurate history, 
the findings of a careful physical examination, the 
cough, and the character of the sputum are of great 
significance. The X-ray, and especially stereoscopic 
X-ray plates, have contributed to the diagnosis and 
localization. The use of the bronchoscope is also of 
great aid. 

_Bronchiectasis and tuberculosis must be differen- 
tiated carefully as to operate on these cases when 
the lesion has been diagnosed as simple abscess is 
harmful. 

About one-third of all lung abscesses heal spon- 
taneously, but an acute abscess may become chronic 
and then will be far more difficult to cure. A sup- 
posed lung abscess should not be treated expectant- 
ly longer than from six to eight weeks. 
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Artificial pneumothorax has been employed by 
various surgeons with varying results. Although this 
method has a certain field of usefulness, it is not 
applicable in the presence of adhesions between the 
visceral and parietal pleure or in the presence of a 
rigid abscess wall. It is of value as a diagnostic 
measure and as indicating the advisability of a one- 
or a two-stage operation. 

Surgical drainage gives the best results in cases of 
single abscess in the acute stage. When there is 
accurate localization in such cases surgical treatment 
will result in a cure in from 75 to 80 per cent. The 
mortality is from 5 to 10 per cent. 

Thoracoplastic operations are indicated in certain 
cases in which simple drainage and compression 
operations have failed. Procedures of this type are 
divided into two groups: (1) those which collapse 
and obliterate the abscess cavity, and (2) those 
which exteriorize the abscess cavity and cover its 
presenting surface with skin flaps or grafts. 

Bronchoscopic irrigation of the abscess cavities is 
a palliative measure in cases of chronic abscess, 
but is not a curative method. Lobectomy should be 
considered only in those cases of lung abscess which 
have resisted other methods of treatment. 

The author summarizes his experience in sixty-two 
cases of lung abscess. In fourteen of these the con- 
dition was found at autopsy. In forty-three of 
the remaining cases forty-five operations were done 
with a mortality of 28.8 per cent. The autopsy re- 
ports in eleven cases are given and the results in 
the thirty-five patients who survived are reviewed. 

MERLE R. Hoon, M.D. 


Sante, L. R.: A Study of Lung Abscess by Serial 
Radiographic Examination. J. Radiol., 1923, 
iv, 183. 

In this article Sante reports the study of forty-five 
cases of lung abscess. 

Lung abscess he defines as an acute inflam- 
matory disintegration occurring within the lung 
and involving the lung substance itself as a result 
of the invasion of pyogenic organisms. This ex- 
cludes abscesses due to the tubercle bacillus and all 
suppurative processes of the pleural cavity such as 
general or localized empyema and small collections 
of pus associated with a serofibrinous plastic pleurisy. 
Such a condition presupposes an area of consolida- 
tion in the lung as a barrier to the invading organ- 
isms, and in this respect all abscesses may be con- 
sidered as post-pneumonic consolidations thrown 
out to limit a pyogenic infection similar to a like 
process occurring elsewhere in the body. In this 
paper, however, the term “pneumonia” is confined 
to the acute consolidations of the lung commonly 
understood by this term, namely, bronchopneumonia 
and lobar pneumonia. 

In the series of cases studied there were six in 
which the abscess developed as a postoperative 
complication. In two, the condition followed 
tonsillectomy, in one a herniotomy, in one an 
appendectomy, in one a cholecystectomy, and in one 
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the rupture of the gall-bladder. The case chosen to 
represent this group was first examined with the 
X-ray on the sixth day after tonsillectomy. At this 
time the consolidation was confined to the region 
of the hilum. Subsequent observations revealed 
rapid extension of the process toward the periphery. 
Soon after the onset an area of rarefaction was 
observed in the midst of the consolidation. Such 
an area may be seen at one examination and not 
detected in subsequent plates. It may be seen 
regardless of whether the abscess cavity has ruptured 
into the bronchus or not. 

The radiographic findings were similar in all of 
the cases in this group. In the author’s opinion the 
cause of the condition must be some other factor 
than aspiration of infectious material at the time of 
operation. While lowered resistance of the bronchial 
mucous membrane associated with the repeated 
aspiration of infectious material will explain some 
cases, in those in which the abscess develops six 
weeks or ten months after the operation there 
must be an added factor. ; 

One case was examined within twenty-four hours 
after severe exposure to cold. Prior to the exposure 
the patient was apparently in perfect health. The 
X-ray revealed the characteristic findings. Rupture 
of the abscess, which occurred on the sixth day, was 
followed by recovery. 

In two cases the condition followed typical 
influenza in which there was no intercurrent pneu- 
monia. 

An abscess developed without apparent cause in 
eight cases. The initial symptoms were pain in the 
chest, dyspnoea, fever, chilly sensations, and a 
chill followed by profuse sweating. The X-ray 
findings were as described, and the area of con- 
solidation rapidly receded following rupture and 
drainage of the abscess. 

An apparent clinical cure is not an absolute cure. 
Occasionally there is a recurrence associated with 
the formation of multiple abscesses. 

A striking similarity was exhibited by the cases 
reviewed. The X-ray evidence seemed to indicate 
that they all represented invasion by way of the 
bronchi and that in all of them the condition began 
as a consolidation at the hilum and _ progressed 
peripherally. An area of rarefaction is often shown 
early in the disease. At this stage rupture and 
evacuation into the bronchus or into the pleural 
cavity may occur. 

Of another group of thirteen cases, seven followed 
lobar pneumonia and in six the condition was 
associated with bronchopneumonia. These may be 
considered as of respiratory origin. In lobar pneu- 
monia the disease is limited to one or more lobes. 
The temperature may fall by crisis only to rise again 
after a short interval, or it may not fall by crisis but 
gradually assume a septic type. In either event 
the consolidated area persists, at least in its central 
portion, and later an abscess cavity appears in 
its midst. In broncho-pneumonia the small peri- 
bronchial infiltrations become necrotic and form 
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small abscesses which coalesce to form larger ab- 
scesses in the mid-lung portion. 

Two cases of lung abscess were of hematogenous 
origin associated with general septicemia. There 
were also three cases in which the condition resulted 
from regional lymphatic drainage from a septic 
process, and one case of direct extension of an in- 
fectious process into the interstitial tissues of the 
lung following rupture of the cesophagus by mal- 
ignancy. 

In eight of the cases the histories were so in- 
decisive that classification was impossible. 

In seven of the forty-five cases there was involve- 
ment of the lower right lung. No particular type 
of involvement showed any special predisposition 
to spontaneous cure. Clinically, a patient may 
appear completely cured while the X-ray examina- 
tion reveals remaining disease which represents a 
potentially grave condition. Any remaining patho- 
logic process is an important factor for the rapid 
re-infection of the remaining lung. 

The author’s conclusions are summarized briefly 
as follows: 

The cause of lung abscess may enter the lung by 
the respiratory system following some condition in 
which the local or general resistance is lowered or 
following lobar or broncho-pneumonia. It may 
enter it also by the blood stream from a septic 
process elsewhere in the body, by invasion through 
the lymphatics and suppuration of the regional 
lymph nodes due to drainage of a septic process, 
and by direct extension from the interjection of 
infected material into the interstitial tissues of the 
lung as a result of destruction of the cesophageal 
wall. McMicken Hancuett, M.D. 


Beye, H. L.: Empyema, an Analysis of 100 Cases 
in Relation to Treatment. Minnesota Med., 
1923, Vi, 401. 

The author groups all cases of empyema coming 
on the service within two months of the onset of 
the condition as cases of acute empyema. 

In the cases reviewed, the empyema followed 
lobar pneumonia in 56 per cent and influenza in 
36 per cent. The number of leucocytes averaged 
20,200. 

In cases of primary disease which does not clear 
up with a change in the chest findings, the X-ray is 
of great assistance in the diagnosis, but does not 
always show the empyema. Aspiration with a needle 
is also of diagnostic aid and should be done early. 
The character of the fluid and the type of organism 
are of importance in the choice of treatment. 

The old belief that immediate operation should be 
done for empyema was abandoned during the 
influenza epidemic. As a rule, however, a pneu- 
mococcus empyema should be drained as soon as 
it is diagnosed. In early streptococcic empyema, 
aspiration is the treatment of choice and may be 
repeated. Drainage is usually necessary later. 

Nitrous oxide is the anesthetic of choice unless 
it is contra-indicated. 
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Pus should be demonstrated by aspiration at the 
time of the operation, and the needle kept in the 
cavity. 

Intercostal drainage should be reserved for very 
severe cases. Rib resection is the operation of 
choice. Closed drainage was done in ten cases. 
It usually becomes open in a short time. 

Drainage should be provided at the most de- 
pendent portion of the cavity, which in recumbent 
patients is usually the posterior portion of the 
cavity. 

In the cases reviewed, irrigation with Dakin’s 
fluid was used routinely with success. This helps 
to dissolve the fibrin and lessens the symptoms of 
infection. Bottle-blowing and lung exercises were 
also included in the postoperative treatment. 
The drainage tubes were shortened early so that 
they passed only through the thickness of the chest 
wall, but were not dispensed with until the cavity 
was practically obliterated. 

In two cases the peritoneum was opened. Care 
must be taken in the low drainage cases to prevent 
this mishap. Seventy-six per cent of the cases were 
apparently permanently cured. 

In the cases of chronic empyema the condition 
was caused by influenza in 46 per cent and by lobar 
pneumonia in 26 per cent. Most of the patients 
were in the fourth decade of life. Seventeen of the 
fifty cases had not been diagnosed until the process 
had been present from two to twelve months. 
Thirty-one cases had been operated upon previously. 
In two, rubber drainage tubes were found. In one 
case previously diagnosed as empyema and operated 


upon, the condition was found to be a dermoid 


cyst. The causes for the failure of the previous 
operation to effect a cure were: (1) failure to drain 
at the dependent point, (2) too early removal of 
the tube, (3) early drainage of a streptococcus 
infection of influenza, (4) greatly delayed drainage 
of a large pus collection, (5) a bronchial fistula. 

Forty of the fifty cases were drained by rib re- 
section. Four were not operated upon. Thirty- 
seven were apparently cured. In eight cases drain- 
age was established at two points; all of these 
patients progressed well. Irrigation with Dakin’s 
solution in the after-treatment was more successful 
than in the acute cases. 

Plastic operations were done in six cases, but 
were for the most part unsuccessful. 
_ A bronchial fistula tends to close if the empyema 
is adequately drained. Marcus H. Hopart, M.D. 


Cameron, H. C., and Osman, A. A.: Empyema in 
the First Two Years of Life, with a Discussion 
of the Value of Immediate Resection of Rib. 
Lancet, 1923, CCiv, 1097. 


The authors report on fifty-two cases of empyema 
in children under 2 years of age. Thirteen of the 
paticnts recovered and thirty-nine died. The cases 
are classified into two groups. Group 1 included 
those in which the empyema developed after the 
pneumonia and the temperature curve of the empy- 
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ema was separate and distinct from that due to the 
pneumonia. These are called “meta-pneumonic” 
empyemas. The second group included the cases in 
which one temperature curve was superimposed 
upon the other as the empyema developed before 
the pneumonia had abated. These are called cases 
of “‘syn-pneumonic”’ empyema. 

Of the thirteen cases in which recovery resulted, 
twelve were of the meta-pneumonic type. Of the 
thirty-nine which were fatal, thirty-four were of 
the syn-pneumonic type and five were not grouped 
because of deficiencies in the records which made 
definite grouping impossible. 

Of the thirty-nine patients who died, twenty 
died following rib resection and drainage. The 
twelve cases of the meta-pneumonic type and the 
one case of the syn-pneumonic type in which re- 
covery resulted were also treated by rib resection 
and drainage. 

In the authors’ opinion, all meta-pneumonic 
cases should be subjected to operation as soon as 
the pneumonia has subsided. The operation of 
choice is rib resection. Cases of syn-pneumonic 
empyema should be treated by repeated aspiration 
and, if necessary, closed drainage. 

B. Betrman, M.D. 


HEART AND PERICARDIUM 


Salmond, R. W. A.: Artificial Pneumopericardium. 
Arch. Radiol. & Electrotherapy, 1923, xxviii, 20. 


In a case with repeated large effusions in the peri- 
cardium in which paracentesis was performed at 
intervals, air accidentally entered the pericardial sac 
after one of the tappings and permitted the visuali- 
zation of a tumor mass which had been obscured on 
previous roentgen examinations. The patient was 
subsequently operated upon and the tumor found 
to be a large cyst which was closely adherent to the 
upper left aspect of the pericardium and had been 
leaking into the pericardium. 

While the case described is no doubt exceptional, 
the author believes that in certain suitable cases the 
artificial introduction of air or other gas into the 
pericardium might be of great diagnostic aid. The 
case reported would have almost certainly terminated 


‘fatally if the cyst had not been revealed by the 


roentgen rays and successfully removed. 
ApotpH Hartunc, M.D. 


Gamberini, C.: Pericardiotomy for Purulent 
Pericarditis (Pericardiotomia per pericardite puru- 
lenta). Arch. ital. di chir., 1923, vi, 619. 


Gamberini reports a case of purulent pericarditis 
in a boy 7 years old in which, after punctures had 
failed, he did a pericardiotomy with d-ainage. 
Except for slight thoracic deformity the results were 
excellent. 

Puncture is indicated in cases of indolent serous 
effusions of the pericardium, but when the effusion 
is secondary to some cause which cannot be removed 
pericardiotomy is better. 
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In acute serous pericarditis puncture can be used, 
but in the chronic types it is best to do a pericardi- 
otomy, leaving the pericardium open and closing 
the thoracic walls. 

Puncture is commonly used in hemopericardium, 
but in serous effusion of tuberculous origin the best 
results are obtained by pericardiotomy. 

In purulent pericarditis puncture is absolutely 
contra-indicated except as a preliminary to the 
operative stage. The mortality of puncture in 
these cases is almost 100 per cent, while pericardi- 
otomy is followed by recovery in from 47 to 63 per 
cent of the cases. W. A. BRENNAN. 


C2SOPHAGUS AND MEDIASTINUM 


Bullrich, R. A.: A Causative Factor in Cancer of 
the Csophagus (Nueva nota sobre un factor 
determinante del c4ncer del es6fago). Semana méd., 
1923, XXX, 683. 

Bullrich finds that cancer of the cesophagus is 
particularly frequent in the Argentine Republic 
and that it occurs with but few exceptions in the 
upper third of the tube, the zone most exposed to 
injury. He believes the cause is the drinking of hot 
fluids such as the national beverage, mate. He 
discusses the irritation theory of cancer and in this 
connection refers to an article by W. J. Mayo in 
which hot drinks are mentioned as a cause of du- 
odenal ulcer. W. A. BRENNAN. 


MISCELLANEOUS 


Pisand, G.: Subphrenic Abscess (Contributo a la 
conoscenza degli ascessi subfrenici). Policlin., Rome, 
1923, XXx, sez. chir., 74. 


Pisand classifies subphrenic abscess into the 
abdominal (antero-inferior), the thoracic (antero- 
superior), and the lumbo-retroperitoneal types. 

The thoracic type of subphrenic abscess almost 
always causes respiratory pain, dyspnoea, and 


cough, and often a pleural reaction. The dyspnea 
is never severe. Pressure on the supraclavicular 
fossa on the side of the purulent collection is some- 
times painful. At the level of the lower intercostal 
spaces there is subjective and provoked pain. The 
respiratory excursions on the side affected are 
limited, and the lung exhibits symptoms of com- 
pression. The heart may be displaced, and the 
area of dullness may be greatly increased. 

In the abdominal type of abscess a painful tume- 
faction is found in the hypochondrium and there 
is pain radiating to the shoulders and the epigas- 
trium. Respiratory symptoms are absent. Vomit- 
ing and contraction of the abdominal muscles occur. 
On the affected side the diaphragm is immobile. 

Cases of the lumbar type of abscess are character- 
ized by spontaneous and provoked pain in the 
lumbar region, a more or less diffuse tumefaction, 
and immobility of the diaphragm. 

The local symptoms mentioned are present in 
addition to the general symptoms of fever, etc., 
but the entire syndrome offers nothing especially 
characteristic and the diagnosis must depend to a 
great extent on the exclusion of other conditions. 

The mortality, which ranges from 20 to 37 per 
cent in the cases operated upon, can be improved 
only by early intervention. The indication for early 
operation is the presence of pus. 

Pisano gives the clinical histories of three cases. 
In the first and third, the abscess was extraperitoneal 
and in the left lumbar region, while in the second 
it was intraperitoneal and between the liver and 
diaphragm. In the first case the etiological factor 
was an acute osteomyelitis of the left transverse 
process of the first lumbar vertebra. In the second 
and third cases the condition was due to trauma. 
The first case was diagnosed as a paranephritic 
retroperitoneal abscess; the second, as a hepatic 
abscess; and the third, as a retroperitoneal abscess 
on the left side. All three patients made a good 
recovery. W. A. BRENNAN. 
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ABDOMINAL WALL AND PERITONEUM 


Becker, A.: The Treatment of Gangrenous Femoral 
Hernia (Ein Beitrag zur Behandlung der gangrae- 
noesen Schenkelhernie). Deutsche Ztschr. f. Chir., 
1922, clxxvi, 281. 


The author reports thirty-six cases of gangrenous 
femoral hernia operated upon during the past ten 
years. In twenty-four, the gangrenous gut was 
treated at the site of the hernia; in seventeen in 
which the gut was resected there were four deaths; 
in three with gangrene at the groove of constriction 
closure was effected by suture with one death; and 
in two in which suturing and anastomosis were 
done there was one death. In two cases prolapse 
of the incarcerated loop occurred. In twelve cases, 
laparotomy was performed above Poupart’s liga- 
ment: resection of the gut in four, closure by 
suturing and entero-anastomosis in one, entero- 
anastomosis without removal of the incarcerated 
gut from the hernial opening in five, operation dis- 
continued because of hopeless peritonitis in two. 
The author comes to the following conclusions: 

1. The treatment of gangrene at the site of the 
hernia should be attempted only when, without 
division of Poupart’s ligament, the incarcerated 
loop of gut can be brought forward sufficiently to 
allow the necessary procedure to be carried on in 
full view and in healthy tissue. In all other cases 
it is safer to approach intestinal loops running to 
and from the femoral hernia through an abdominal 
incision. 

2. Closing off the gangrenous portion by suturing 
is of value only when it is certain that no disturbance 
of the nutrition of the intestinal wall will result, 
especially in the proximal portion of the gut. 

3. The radical operation is dangerous if there is 
the slightest indication of infection of the serous 
fluid in the sac. Cotmers (Z). 


Burckhardt, H.: Biliary Peritonitis Without Per- 
foration (Perforationslose Gallenperitonitis). Beitr. 
2. klin. Chir., 1923, Cxxviii, 209. 

After numerous experiments on animals Burck- 
hardt concludes that it has not yet been possible to 
demonstrate a true transudation of bile or a biliary 
peritonitis without perforation. All experiments 
have shown that a wound of the gall-bladder, and 
even a wound involving both the gall-bladder and 
the common duct, heals very quickly. Therefore the 
assumption is justified that in cases of biliary 
peritonitis the perforation in the biliary tract may 
not be found at operation or autopsy as it may have 
become healed. When the transudate does not have 
the appearance of bile but is a yellow, brownish, or 
greenish exudate, the condition should not be called 
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biliary peritonitis or biliary transudate as it does not 
differ essentially from the peritoneal changes and 
exudates which have their origin in organs other 
than the biliary tract. 

At operation, if the patient’s condition will allow 
it, a quick examination of the biliary tract for possi- 
ble perforation should be made. This should include 
the liver, particularly its under-surface. Pressure 
should be made upon the gall-bladder and the com- 
mon duct to determine whether bile flows out at any 
point. 

If no perforation is discovered, the gall-bladder 
should be drained in order to prevent a possible bile 
stasis. Cholecystectomy is usually contra-indicated 
because of the patient’s poor condition. When very 
great haste is necessary and no perforation is found, 
the operation may be limited to simple drainage of 
the porta of the liver. HouMEIER (Z). 


Vital Aza: A Solid Tumor of the Mesentery: Ex- 
tirpation, Cure (Tumor solido de mesenterio: 
extirpaci6n radical; curaci6n). Prog. de la clin., 
Madrid, 1923, xxv, 321. 


The case reported was that of a woman 52 
years old. The symptoms were abdominal disten- 
tion, slight pain in the peri-umbilical zone, persistent 
straining followed at times by diarrhoea, and 
varices of the left leg. The clinical diagnosis was 
voluminous ovarian cyst with intestinal adhesions. 
At laparotomy the tumor was extirpated without 
great difficulty and the cavity tamponed. The pa- 
tient made a rapid recovery. 

The extirpated tumor weighed 4 kilos, 220 gm. 
Histologic examination showed no tendency to 
sarcomatous or epithelial degeneration. The patient 
was still well eight months after the operation. 

W. A. BRENNAN. 


GASTRO-INTESTINAL TRACT 


Forssell, G.: Studies of the Mechanism of Move- 
ment of the Mucous Membrane of the Diges- 
tive Tract. Am. J. Roentgenol., 1923, x, 87. 


The folds of the mucous membrane of the stomach 
are supposed to be caused by a passive folding-in 
due to contraction of the muscular coat (muscularis 
propria). Some of the folds of the mucous mem- 
brane of the intestine are attributed to the same 
cause but others are believed to be permanent 
anatomical structures. Forssell proved that this 
prevailing opinion is not correct as anatomical 
preparations and roentgenograms and photographs 
of the digestive tract of living beings demonstrate 
that the folds of the mucous membrane of the 
alimentary canal are formed by active movements 
of the mucous membrane itself. 
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Although the relief of the mucous membrane may 
vary in high degree in every part of the digestive 
canal, it is clear that the membrane in these parts 
has a certain tendency to form contraction-forms 
typical for the part. In the mucous membrane 
forms in the lesser curvature of the stomach there 
are no transverse folds even with the greatest 
shortening, the folds being longitudinal and the 
surface mammillated. The jejunum has a greater 
tendency to form a high and complicated relief of 
mucous membrane than the ileum, and the relief 
of the mucous membrane in the bulbus duodeni is 
of a different type from that of the folds in the other 
intestines. The motor forces of the mucous mem- 
brane are found, not in the muscular coat (muscu- 
laris propria) which models the exterior form and 
width of the digestive tube, but in the muscularis 
mucose. 

The mass of the mucous membrane and the 
volume of its folds are probably regulated by varia- 
tions in the filling of the vessels, while the number, 
position, and form of the folds are determined by 
the muscular system in the muscularis mucosz. 

The high and close folding of the mucous mem- 
brane may occur more easily with a simultaneous 
contraction of the muscular coat (membrana 
propria), but a definite degree of contraction of the 
muscular coat does not produce a definite correspond- 
ing relief of the mucous membrane; on the contrary, 
a stage of contraction producing a certain width of 
the muscular tube may be associated with a relief 
of the mucous membrane varying from an even 
surface to a very complicated folding. 

According to the present general opinion, the 
folds of the mucous membrane have an exclusively 
passive function, that of enlarging the digestive 
surface and preventing a too rapid flow of the 
intestinal contents. The knowledge that they are 
not passive structures, but represent a momentary 
state of movement, must involve a new appreciation 
of their function. It is apparent that the com- 
plicated relief of the intestinal mucous membrane 
forms not only a passive depository for the digestion 
and resorption of food, but also a mechanism with a 
subtle and wonderful organization for regulating 
the chemistry of digestion. The muscular tube of 
the digestive tract and the special motor mechan- 
ism of the mucous membrane collaborate in the 
mechanism of digestion. Apotpa Hartunc, M.D. 


Lucas, W. P.: The Diagnosis and Treatment of 
Pyloric Stenosis. Med. Clin. N. Am., 1923, vi, 
1393- 

Lucas presents the following case history as the 
basis for an excellent discussion of hypertrophic 
pyloric stenosis: 

The patient was a full-term, normally delivered 
baby weighing 6 lb., 7 oz. Regurgitation of its 
feedings began the second day after birth. The 
following four days the vomiting increased but was 
not projectile in type. Ultimately everything 
taken was expelled. 
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A hypodermoclysis of 50 c.cm. of salt solution 
and 50 c.cm. of a 1o per cent glucose solution was 
given into the longitudinal sinus, and the stomach 
was lavaged. On the tenth day after birth, pro- 
jectile vomiting appeared and reverse peristalsis 
was noted. An X-ray examination revealed the 
bismuth in the stomach four hours after its inges- 
tion; none had passed the pylorus. 

A Fredet-Rammstedt operation was performed 
the following day. The pyloric ring was found 
thickened, grayish white, and of cartilaginous con- 
sistency. The operation required thirty minutes. 
One hundred cubic centimeters of Ringer’s solu- 
tion were left in the peritoneal cavity. 

Four hours after the operation sterile water was 
given by mouth. The vomiting still persisted. 
Another hypodermoclysis of salt solution and glu- 
cose into the longitudinal sinus was then given. 
The second day after the operation fluids were 
introduced into the stomach by the Murphy drip 
through a small catheter. The following day 
normal breast feedings were resumed and_ well 
tolerated. Convalescence was uneventful. 

In 1777 Armstrong published the first report on 
pyloric obstruction. Hirschsprung in 1887 reported 
five cases at a meeting of the German Pediatric 
Society. The condition is generally attributed to a 
spasm of the pyloric sphincter causing muscular 
hypertrophy of the circular fibers of the ring or to 
congenital hypertrophy of the muscular fibers of 
the sphincter. It occurs in from 1 to 4 per cent of 
infants. Eighty per cent of the cases are those of 
males. The condition is most common in the third 
or fourth week of life. 

Presumably, the child is born with a congenital 
defect of the sphincter muscle. The pylorus is 
thickened and cartilaginous, and has a redundant 
mucosa. The irritation occasioned by food passing 
through the canal sets up a mucosal oedema which 
in turn causes an irritative spasm of the sphincter 
muscle. 

The essential symptom is vomiting, which may 
be either gradual or abrupt in onset and occurs 
immediately after feeding. Projectile vomiting 
and later reverse peristalsis with gastric dilatation 
are pathognomonic of pyloric stenosis. Roentgen- 
ray examination with a bismuth meal and gastric 
lavage are often aids in estimating the degree ol 
obstruction. Weight loss follows the continued 
vomiting and the stools appear meconium-like, 
consisting mainly of bile, mucus, and intestinal 
detritus. With this combination of symptoms the 
diagnosis is easy. Regurgitation and vomiting 
caused in the newborn by air ingestion, irregula1 
feeding, and overfeeding are usually corrected 
easily. Projectile vomiting, weight loss, and 
meconium stools never follow the simple irritative 
conditions. ; 

The author believes that in early cases it is justi- 
fiable to try modern methods of infant feeding as 
most cases of spasm will be corrected by atropin 
treatment in conjunction with the feeding of thick 
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cereals. The administration of 1/400 gr. of atropin 
one-half hour before feeding should be followed by 
gastric lavage with a weak sodium bicarbonate solu- 
tion. A feeding of 2 or 3 oz. of 16 per cent fine rice 
gruel mixed with an equal quantity of breast milk 
may be given through a nipple every three or four 
hours. Hot applications to the abdomen may help 
to reduce the spasm. The infant must be given 
sufficient water and its weight carefully watched. 
If vomiting persists, the feedings should not be 
continued for more than one or two days, especially 
if the stenosis occurs in the first week of life. 

In the operative treatment the Fredet-Ramm- 
stedt operation has been found much superior to 
the old gastro-enterostomy which carried a mor- 
tality of about 40 per cent. Considering all cases, 
both early and late, the average mortality of the 
Fredet-Rammstedt procedure is from 18 to 20 per 
cent but is practically nil if the operation is done 
within one week of the first projectile vomiting. 
The advantages of early operation consist in the 
reduction of postoperative shock, better wound 
healing, decreased danger of sudden death, and the 
prevention of secondary peritonitis. Postoperative 
feedings are greatly simplified. The results of few 
surgical conditions depend so largely on the skill 
and rapidity of the surgeon. 

After the operation the child should be placed 
in a semi-erect position, feedings should be begun 
four hours later, and dehydration should be pre- 
vented by hypodermoclysis. After three or four 
days the child should be put to the breast and will 
nurse in the normal way. Joun W. Nuzum, M.D. 


Cutler, E. C., and Newton, F. C.: Perforated Ulcer 
of the Stomach and Duodenum. Boston M. & 
S.J., 1923, clxxxviii, 789. 

The late results indicate that the best treatment 
of perforated ulcer of the stomach is gastro-enter- 
ostomy with closure of the ulcer. 

Perforation, especially in duodenal ulcer, occurs 
more frequently in males than in females. 

In most cases a history of indigestion or other 
abdominal complaint is given, but in some the per- 
foration is the first sign of ulcer. 

The interval of time elapsing between the per- 
foration and operation is of great importance in 
the prognosis. Recovery results in most of the cases 
operated upon before twenty-four hours. In those 
in which recovery results when operation is per- 
formed later the ulcer is usually of the walled-off 
variety. 

Gastro-enterostomy apparently does not increase 
the risk whatever the time interval, and the con- 
valescence following this.operation is less stormy 
than that in cases treated by simple suture. The 
late results are also more satisfactory and the 
secondary operation is unnecessary. 

In any case under twenty-four hours old a 
gastro-enterostomy is advisable unless it is contra- 
indicated by some special condition. 

Marcus H. Hopart, M.D. 


343 


Downes, W. A.: Hour-Glass Contraction of the 
Stomach. Surg. Clin. N. Am., 1923, iii, 343. 


Downes reports a case of hour-glass contracture 
of the stomach due to a penetrating ulcer on the 
lesser curvature. As the patient’s condition was 
very poor, the simplest operation that would meet 
the requirements was desirable. A gastro-gastros- 
tomy of the anterior walls of both pouches and a 
pyloroplasty by Finney’s method were done. The 
patient was discharged from the hospital on the 
twenty-eighth day. 

In conclusion the author states that the ideal 
operation in this condition, if the patient’s condi- 
tion will permit it, is resection of the stomach. 

I. Epwarp M.D. 


Nielsen, N. A. The Results of the Medical Treat- 
ment of Gastric and Duodenal Ulcer. Acia. 
med. Scand., 1923, lviii, 1. 

In the cases reviewed the diagnosis of ulcer was 
based on the occurrence of hematemesis, the pres- 
ence of an hour-glass contraction, or the findings of 
an exploratory operation together with the other 
characteristic symptoms and signs of the lesion. The 
patients have been under observation for periods 
ranging from two and one-half to twenty years. 
During this time no symptoms of other diseases 
which might cause hematemesis or melena have 
been noted. The ultimate result in 75 per cent of 
the cases is known. 

It was found that when a patient suffering from 
gastric ulcer became symptom-free as the result 
of treatment and developed a recurrence later, the 
recurrence appeared before the lapse of three 
months in one-third of the cases and before six 
months in one-half. The frequency of recurrence 
decreases considerably in cases which pass safely 
into the second year, and at the end of the second 
year suddenly decreases markedly. 

The relationship between the duration of the 
symptoms before the treatment and the patient’s 
condition after the treatment is shown in the follow- 
ing table: 


RELATIONSHIP OF DURATION OF SYMPTOMS TO RESULTS 
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cured by treatment, plus those permanently cured 
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symptoms increased, and that the percentage of cases 
benefited was not influenced by the duration of 
the symptoms before treatment. The percentage 
of poor results increased with the duration of the 
symptoms. 

The location of the ulcer, the type of symptoms, 
the prolongation of the treatment for a longer period 
of time, and the manner in which the ulcer reacted 
to the treatment seemed to have no relationship 
to the subsequent course. 

As ulcers near the pylorus cause the more severe 
symptoms on relapse, it is probably best to treat 
them surgically, whereas ulcers of the corpus, which 
cause only mild symptoms on relapse, are best 
treated medically. 

The author states that it is doubtful whether 
there is any danger of cancerous degeneration of 
the ulcer; that at any rate, it is so slight as to be 
of no practical importance. Perforation and fatal 
hemorrhage occur comparatively seldom in cases 
of clinically definite chronic ulcers. ‘‘This risk in 
the individual case is quite eclipsed by a risk which 
can be fairly well estimated, namely, the chance of 
becoming an invalid.” 

With’s method of treatment was used in these 
cases. Briefly, this is as follows: 

1. Food is withheld for from two to four days, 
but one or two nutrient enemas are given after 
hemorrhage or severe symptoms. 

2. During the first week thereafter, 14 liter of 
milk and two eggs beaten together are given the 
first day, and the quantities of these foods are then 
increased until 2 liters of milk and six eggs are 
taken. 

3. In the second week of treatment rice pudding 
and 50 gm. of roasted scraped meat are given in 
addition. 

4. In the third week the diet of the second week 
is increased by the addition of sago pudding, oat- 
meal, fruit juice, sugar, flour, and tea. 

5. In the fourth week boiled fish, white bread 
and butter and, with general improvement, light 
meals are given. 

6. In the fifth week the milk and eggs are grad- 
ually decreased. 

7. After the bland diet is attained, it is given 
for from one-half to one year. 

8. The patient is kept in bed until a light diet and 
boiled meats are tolerated. 

Rosert M. Grier, M.D. 


Alessandri, R.: Three Cases of Syphilis of the 
Stomach (Tre casi di sifilide della stomaco). Ann. 
ital. di chir., 1923, ii, 1. 


One of the cases reported was that of a man 45 
years old and two were those of women 29 and 47 
years old. In the first case the author performed a 
simple exploratory laparotomy for the removal of 
tissue for histologic examination. The tissue was 
taken from a neoplastic mass on the lesser curvature 
of the stomach. Examination disclosed no neo- 
plastic elements. The patient had a strongly 


positive Wassermann reaction and improved rapidly 
under anti-syphilis treatment. 

In the second case a gastro-enterostomy was done 
for pyloric stenosis and a piece of tissue was re- 
moved from a tumefaction in the vicinity of the 
pylorus. The histologic examination of the speci- 
men suggested syphilis. On being questioned, the 
patient then admitted having had an ulcer of the 
labium minus. The Wassermann reaction was found 
strongly positive. Salvarsan treatment resulted in 
marked and rapid improvement of the gastric con- 
dition. . 

In the third case an exploratory laparotomy with 
excision of tissue from a juxta-pyloric tumefaction 
on the greater curvature of the stomach was done. 
Histologic examination showed but slightly com- 
pact connective tissue with accumulations of lym- 
phoid cells and the absence of neoplastic elements. 
The Wassermann reaction was positive. Under 
treatment with salvarsan the patient improved 
temporarily but later was obliged to return to the 
hospital because of evidence of pyloric stenosis. 
A pylorogastric resection, which was then done, 
afforded the opportunity for a careful anatomo- 
pathologic examination. There was complete absence 
of epithelial infiltrative elements; the mucosa and 
muscularis muscose were almost normal, but the 
submucosa was greatly thickened and showed 
lymphocytic invasion especially around the blood 
channels. W. A. BRENNAN. 


Pistocchi, G.: Primary Sarcoma of the Stomach 
and Trauma; The Traumatic Genesis of 
Tumors (Sarcoma primitivo dello stomaco e 
trauma; genesi traumatica di tumori). Policlin., 
Rome, 1923, xxx, sez. chir., 83. 

Pistocchi gives the clinical history of a case of 
primary sarcoma of the stomach in a man 50 years of 
age. About six months before he was examined, the 
patient had suffered a severe contusion of the lower 
ribs, but there had been no vomiting or spitting of 
blood. The pain was localized chiefly in the epi- 
gastric region. Since the accident the patient had 
lost his appetite, had become emaciated, and had 
complained of nausea. 

An X-ray examination showed only a slight 
dilatation of the stomach without any filling defect 
or variation in form except that the pylorus appeared 
somewhat displaced to the right. Death occurred 
two months later. 

At autopsy the entire lesser curvature and the 
neighboring part of the anterior gastric wall was 
found occupied by an ulcerous mass. The neo- 
plasm reached its maximum development (about 
3 cm. in thickness) over the lesser curvature. No 
noteworthy changes were found in the intestine. 
The anatomical diagnosis was primary tumor of 
the stomach with secondary tumors in the liver, 
perigastric glands, and diaphragm. Death was due 
to gastric hemorrhage. The microscopic diagnosis 
of the tumor was lymphosarcoma. 

W. A. BRENNAN. 
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Cerf, L., and Pauly, N.: Deflection of the Biliary 
and Pancreatic Secretions by Jejunojejunos- 
tomy as a Complement of Gastro-Enterostomy 
or Gastrectomy (La dérivation des sécrétions 
biliaires et pancréatiques par jéjunojéjunostomie 
comme complément de la gastro-entérostomie ou de 
la gastrectomie). Bruxelles-méd., 1923, iii, 257. 

When the gastric tube brings up from the fasting 
stomach a large amount of alkaline fluid with a bile 
reaction, a pathologic condition may be inferred. 
When function is normal, the presence of bile and 
pancreatic secretion in the stomach is exceptional. 
That it is not badly tolerated, however, is dem- 
onstrated by the cases in which a gastro-enteros- 
tomy gives a perfect functional result and by the 
fact that in certain cases of icterus due to obstruc- 
tion the gall-bladder may be anastomosed to the 
stomach. 

In the cases of nervous patients whose gastric 
mucosa, being hypersensitive, does not tolerate the 
unaccustomed contact of bile, a series of morbid 
manifestations are noted which end in biliary vomit- 
ing, and the catheter withdraws a quantity of alka- 
line fluid of biliary character. 

Medical treatment in such cases is difficult and a 
definite cure is obtained only by operation. The 
operation described by the authors and recom- 
mended by them for these cases may be performed 
as a supplement to gastro-enterostomy, but on ac- 
count of its simplicity and beneficial effect they 
believe it should be done as a prophylactic measure 
at the time of the primary operation. The technique 
consists in closing the afferent loop (when the gastro- 


. Closure of the pylorus. 

. Duodenal ulcer. 

. Closure of the afferent loop (silk suture). 

. Posterior gastro-enterostomy. 

. Entero-anastomosis of the afferent and efferent loops. 
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enterostomy is made near its outlet) with heavy 
silk sutures and then uniting it above to the efferent 
loop by entero-anastomosis. 

Vicious circle is impossible; the gastric contents 
cannot reflow toward the duodenum, and the bile 
and pancreatic secretion cannot reach the stomach, 
being turned into the efferent jejunal loop. The 
normal physiological conditions are thus approxi- 
mated as much as possible. 

The method somewhat resembles the Roux gastro- 
enterostomy in Y, but has two important differ- 
ences: (1) it is easier and less dangerous, and (2) it 
allows a large orifice to be made, while with the 
Roux method the gastro-enterostomy opening cor- 
responds to the diameter of the afferent loop which 
is greatly restricted and becomes smaller as the result 
of cicatrization. W. A. BRENNAN. 


Lockwood, A. L.: Surgical Possibilities in Trau- 
matic Rupture of the Intestine. Canadian M. 
Ass. J., 1923, xiii, 311. 

Rupture of the intestine may be caused by sharp 
blows on the abdomen, compression or crushing, 
indirect force, or a sudden increase in the air pressure 
within the lumen of the bowel. The most common 
cause is direct compression of the intestine against 
the vertebral column, the promontory of the sacrum, 
or the pelvic crest. The rupture, may be complete 
or incomplete. As a rule the small bowel is com- 
pletely severed while the large bowel is only par- 
tially ruptured. Lacerations of the small intestine 
tend to be localized to the fixed portions. Lesions 
of the duodenum and colon are frequently retro- 
peritoneal. 

The author has collected the reports of 652 cases 
of traumatic rupture, of the intestine occurring in 
civil life. The small bowel was the site of the rup- 
ture in go per cent. In the 1o per cent in which the 
large intestine was ruptured, the cecum, transverse 
colon, and pelvic colon were involved in the order 
named. 

The symptoms of intestinal rupture depend on a 
great variety of conditions such as the nature and 
site of the lesion, the presence of lesions in other 
viscera, the patient’s resistance, the fullness of the 
bowel, the treatment, the time since the injury, 
the ingestion of fluids, and the administration of 
morphine. They may appear immediately or late. 
They may be greatly delayed even when there is 
complete rupture of the intestine. 

Primary shock appears almost immediately after 
the rupture. Apart from hemorrhage, the onset of 
shock and its severity do not constitute an indica- 
tion of the extent of the rupture. Primary shock 
occurred in 80 per cent of a large series of cases. 

The temperature is usually subnormal, the pulse 
weak and rapid, and the respiration of the thoracic 
type. With the reaction from the shock the tem- 
perature rises. If it falls again and there is increasing 
rapidity of the pulse rate, the condition is serious. 
A high temperature usually occurs in late cases and 
indicates grave peritonitis. 
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Vomiting is a very important symptom and 
invariably present. It occurs early if the lesion is 
located high up in the small bowel. 

Pain and tenderness aside from the superficial 
bruising is a well-localized deep pain often radiating 
to the loins or deep pelvis. 

Abdominal rigidity, either general or localized 
over the area of injury, is typical and present in 
practically all cases. Progressive board-like rigidity 
indicates serious trouble, frequently a spreading 
peritonitis. 

Abdominal distention with tympany may be of 
the paralytic type. Increasing distention eight to 
ten hours after the injury is a grave sign. 

The absence of liver dullness is evidence of 
serious trouble and worthless for early diagnosis as 
it occurs only in late cases after the time for surg- 
ical operation has passed. 

Surgical emphysema occurs in associated retro- 
peritoneal rupture of the duodenum and colon. 

The extreme importance of the early diagnosis of 
rupture of the bowel cannot be exaggerated. A 
delay of one hour at the critical time will destroy 
any chance of surgical aid. It is important to 
exclude thoracic, renal, and spinal injuries. The 
author operates on all persons who, following a 
blow on the abdomen, a crushing injury, or a fall, 
complain of severe abdominal pain which lasts for 
more than four to six hours and is associated with 
tenderness, vomiting, rigidity, and an increasing 
pulse rate. 

Practically all cases of rupture of the bowel are 
fatal unless they are operated upon. Lesions of the 
large bowel are obviously more dangerous because 
of the greater danger of peritonitis. Just as in cases 
of perforated gastric ulcers, the most important 
element in the prognosis is the time elapsing between 
the injury and the operation. The prognosis is 
best when the operation is performed within six 
hours of the injury. In cases operated upon after 
twenty hours the chance for recovery is slight. 

Of twenty-seven cases of intestinal rupture seen 
by the author in the period from 1914 to 1918, 
fourteen came too late for surgery and were fatal. 
In thirteen operated upon there were five recoveries. 
Rupture of the bladder and retroperitoneal injuries 
— kidney lesions complicated two fatal cases 
each. 

Operation should be performed at the earliest 
possible moment after the subsidence of shock. 
The shock should be combated by blood transfusion, 
heat, morphine, and saline solution. At operation 
in the author’s cases anesthesia is induced with 
nitrous oxide and infiltration of the abdominal 
wall with novocaine. A wide incision is made over 
the site of injury. First, the site of rupture is 
explored and all perforations found are closed. The 
small bowel is then examined from the ileocecal 
valve to the stomach and the large bowel from the 
caecum to the rectum. The spleen, kidneys, stomach, 
pancreas, liver, bladder, and rectum are palpated. 
Multiple ruptures occur in 20 per cent of cases. 
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Resection of the bowel should be avoided and js 
rarely necessary. 

Catgut No. o for the first layer followed by Lem- 
bert sutures will suffice for the small bowel. In the 
large bowel two layers of catgut sutures are rein- 
forced with linen or silk. Omental tags should be 
tacked over the site of repair. If resection is 
necessary, an end-to-end anastomosis is preferable 
in both the large and the small intestine. The author 
completes the toilet of the peritoneum by mopping 
out the abdomen with gauze wet with saline solu- 
tion. Irrigation and lavage of the peritoneum are 
dangerous. In the author’s cases a hypodermoclysis 
of saline solution is given and a solution of sodium 
bicarbonate and glucose is administered by rectum 
every four to eight hours for forty-eight hours. 
Morphine is prescribed to slow the respiration and 
inhibit peristalsis. 

In the late cases the only treatment possible is 
suprapubic drainage, the administration of mor- 
phine, and hot applications to the abdomen. These 
cases are usually fatal. Joun W. Nuzum, M.D. 


Schlaepfer, K.: Combination Ileus. Ann. Surg., 
1923, Ixxvii, 594. 

Combination ileus has been defined by Hochenegg 
as the coincidence of two acute occlusions of the 
intestinal tract, the primary occlusion becoming 
evident clinically only on the development of the 
secondary occlusion. 

The author believes that combination ileus should 
be suspected in any case of incarcerated hernia 
(pseudo-incarceration) in which the history and the 
findings on examination are not typical of a com- 
plete acute intestinal occlusion, and if at operation 
the size and vascular condition of the afferent and 
efferent loops of intestine and adjacent mesentery 
are unusual. 

A laparotomy with thorough examination of the 
gut will expose the primary factor in the occlusion. 
This is generally a mechanical occlusion, either an 
obturation (gall-stone, coprolith, new growth) or 
strangulation (hernia, band, volvulus, diverticulum). 
In cases of peritonitis with paralysis of the intestines 
a dynamic ileus may be a factor. In a second group 
of cases both causes are within the abdomen. A 
presumptive diagnosis of acute intestinal obstruction 
is an indication for laparotomy. 

When one cause of obstruction has been removed 
a thorough examination and palpation should be 
made to exclude the presence of a second hidden 
primary cause or a second superimposed cause of the 
acute occlusion. In every case of combination ileus 
prompt surgical interference is indicated. The 
earlier the operation is performed, the better the 
prognosis. The high mortality in these cases is ue 
to the fact that at the time of the first operation only 
one factor in the obstruction was removed and a 
second operation was necessitated by the persistence 
of the symptoms of acute intestinal obstruction 
when the patient was in a much weaker condition. 

Ema C. RositsHek, M.D. 
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Williamson, C. S., and Brown, R. O.: The Per- 
meability of the Intestinal Mucosa to Certain 
Types of Bacteria Determined by Cultures 
from the Thoracic Duct. Am. J. M. Sc., 1923, 
clxv, 480. 


The purpose of this investigation was to learn 
whether bacteria introduced into the intestinal canal 
under normal conditions and under conditions com- 
parable to those of operative procedures could be 
recovered from cultures of lymph taken from the 
thoracic duct. 

Observations were made on dogs with thoracic 
duct fistula. The technique for making the thoracic 
duct fistula was a modification of that employed by 
Biedl. After the fistula was established, bacillus 
prodigiosus was chosen as the most satisfactory 
organism for the purpose of the study. The bacteria 
were grown either on dextrose agar or in bouillon 
cultures. As a rule, forty-eight-hour cultures were 
used for injection. The agar cultures were washed 
off with salt solution and fed or injected as a salt- 
solution suspension. Bouillon cultures were used 
infrequently, but when employed were either fed 
orinjected. Control cultures of the suspensions were 
made before injection to determine whether the 
organism was viable. The amount of the suspension 
given varied from 20 to 30 c.cm. for each dose. 

Group 1. This group of experiments consisted of 
the administration of the organism to fasted 
animals and the culturing of the thoracic duct 
lymph to determine whether the ingested bacteria 
could be recovered. 

Group 2. The animals in this group of experiments, 
in addition to being fasted, were given a purge of 
castor oil or magnesium sulphate to determine the 
efiect of irritation on the passage of bacteria from 
the intestinal canal to the lymph stream. 

Group 3. This group of experiments was made to 
determine whether diet might be a factor in the 
passage of bacteria from the intestinal canal to the 
lymph stream. The diets given were rich in fats, 
proteins, or carbohydrates. 

Group 4. From the results of the previous groups 
of experiments it seemed that the bacteria might be 
destroyed by the acid gastric juice. To obviate this 
possibility, a loop of jejunum 15 to 30 cm. below the 
ligament of Treitz was brought up and sutured 
beneath the skin ten to twelve days before the 
experiment was performed. The wound healed in a 
few days. Then, after the thoracic duct fistula was 
established, it was easy to inject the bacterial 
suspension directly through the skin into the 
jejunum by means of a hypodermic syringe. 

Group 5. In this group of experiments an attempt 
was made to determine the effect of drying and 
trauma on the passage of bacteria from the lumen 
of the intestine into the lymph stream. 

Group 6. The experiments in the preceding group, 
while similar, were not comparable to operative 
procedures on the intestinal canal. Therefore, in 
the sixth group of experiments intestinal opera- 
tions were done, and the bacterial suspension was 
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injected at the completion of the operation. Cul- 
tures were then made as in the preceding experiments. 

Group 7. In this group of experiments cultures 
were made from the thoracic duct lymph after the 
injection of the bacterial suspension into the colon 
following a cleansing enema. 

Group 8. In this group of experiments cultures 
were made from the thoracic duct lymph after the 
injection of the bacteria into the peritoneal cavity. 
There were eight: experiments. Positive cultures 
were obtained in four in from two to four hours 
after the injection. This group of experiments was 
made as a control for the other groups. 

The conclusions derived from the study are as 
follows: 

1. It is not possible to recover bacillus prodigiosus 
from a fistula of the thoracic duct by culture of the 
lymph after the ingestion of the organisms. 

2. The negative results were not influenced by 
diet or by trauma due to exposure of the viscera or 
to standard operative procedures. 

3. Cultures of the faeces for the ingested organisms 
were negative. 

4. Cultures obtained from the thoracic duct 
following the injection of the bacteria into the 
peritoneal cavity were positive in 50 per cent of the 
experiments of Group 8. 


Lemon, W. S.: The Status of Present-Day Methods 
of Examination in the Diagnosis of Intestinal 
Tuberculosis. Minnesota Med., 1923, vi, 300. 


It is a well-known fact that tuberculosis of the 
intestine may result from the ingestion of food con- 
taining tubercle bacilli. Such an infection is class- 
ified as primary, and is much more common in 
children than in adults. Secondary tuberculosis of 
the intestine is almost always associated with 
disease of the lungs, although rarely it may appear 
as a result of peritoneal tuberculosis or tuberculosis 
elsewhere in the body. It has been estimated by 
various authors that secondary intestinal involve- 
ment occurs in more than 50 per cent of all cases of 
pulmonary tuberculosis. 

Stengel divides tuberculosis of the intestine into 
three types: ulcerative, stenotic, and chronic 
hyperplastic. Of these, the ulcerative is by far the 
most common, and the stenotic and hyperplastic 
are relatively rare. 

While all clinicians agree that the incidence of 
intestinal involvement among tuberculous patients 
is high, two facts make an early positive diagnosis 
difficult: (1) There may be no symptoms referable 
to the intestine, and (2) such symptoms as appear 
may occur only late in the progress of the disease. 
Lemon feels that the onset of the recognizable 
intestinal disease gives almost as unfavorable an 
outlook as laryngeal involvement. 

The late symptoms of tuberculous enteritis are 
merely those common to enteritis or ulceration from 
non-tuberculous disease. However, if the back- 
ground of the tuberculous patient is kept in mind, 
these symptoms become of significance and even 
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earlier signs may be noted. It is recognized in an 
indefinite way that the patient who should be doing 
well is doing poorly. Constipation or diarrhoea may 
set in, or these conditions may alternate. In general 
it may be inferred that diarrhoea is proportionate to 
the extent of involvement of the large bowel, while 
constipation characterizes those cases in which the 
small bowel is most involved. Osler and Starr 
mention hemorrhage as an important sign, but this 
was absent in Lemon’s series. 

Among the signs found on physical examination 
the most important are the sense of mass formation, 
an indefinite induration in the cecocolonic area, and 
a feeling of general resistance and pain on deep 
pressure causing recognizable rigidity in the 
muscles of the abdominal wall. Distention has been 
less commonly noted, and active peristalsis was 
observed only with symptoms of obstruction. The 
presence of a draining sinus or fecal fistula following 
an appendectomy is an important finding, but in 
such cases a search should always be made for the 
ray fungus before a diagnosis of czcocolonic tuber- 
culosis is made. A proctoscopic examination in these 
conditions is often of the greatest value. 

That examination of the stool for tubercle bacilli 
does not materially aid in the diagnosis of tuber- 
culous enteritis is seen from the fact that 75 to 95 
per cent of all cases of active pulmonary tuber- 
culosis with bacilli in the sputum likewise show 
bacilli in the stools. 

While roentgenological examination is undoubted- 
ly the most precise method at our disposal, Carman 
finds that interpretation is not without difficulty 
because there are no pathognomonic roentgenological 
signs. The filling defect and the absence of the 
normal barium shadow in the caecocolon are signs 
of every ulcerative process. If, however, the 
examiner bears the patient’s tuberculosis in mind, 
such findings take on the certainty of diagnosis. 
In fully 85 per cent of all cases of intestinal tu- 
berculosis the lesions are found in the ileocecal area. 

The author’s conclusions are summarized as 
follows: 

The diagnosis of intestinal tuberculosis is made 
on circumstantial evidence collected from the history 
of the ailment, the examination of the patient, and 
the laboratory findings. The examinations include 
a proctoscopic examination, a study of material ob- 
tained through the proctoscope, a stool examination, 
and roentgenological observations. 


Downes, W. A.: Perforated Duodenal Ulcer in a 
Child. Ann. Surg., 1923, lxxvii, 756. 


In the case reported the condition began with 
vomiting, but without pain or fever. All food by 
mouth was stopped and nothing was given but 
water. The vomiting ceased and there was slight 
improvement. On the morning of the sixth day 
sudden severe pain occurred in the upper abdomen 
and a large amount of brown fluid was vomited. 
The pain and vomiting continued and the tem- 
perature rose to 102 degrees F. The blood count 


revealed 20,000 leucocytes and 92 per cent poly- 
morphonuclears. An indefinite mass was palpated 
in the upper right quadrant. 

Exploratory laparotomy revealed a large quantity 
of bile-stained fluid in the peritoneal cavity and a 
perforation 14 in. in diameter on the anterior sur- 
face of the duodenum just distal to the pylorus, 
The perforation was closed with a_pursestring 
suture of chromic gut reinforced by interrupted 
sutures. All fluid was aspirated and the wound 
closed without drainage. 

Convalescence was uninterrupted. On the seven- 
teenth day after operation the X-ray revealed 
normal stomach function. 

Cart D. NEmHOLD, M.D. 


Brendolan, G.: A Leiomyoma of the First Portion 
of the Jejunum (Leiomioma della prima porzione 
del digiuno). Policlin., Rome, 1923, xxx, sez. chir., 
113. 

Tumors arising from the connective tissue of the 
intestine are rarely reported in the literature. This 
may be due to the fact that, apart from their lesser 
frequency, the symptoms they produce are much 
less severe than those of epithelial tumors. 

The case reported by Brendolan was that of a 
man aged 34 years who, four months previously, 
had an attack of intense pain in the left hypo- 
chondrium: Later, a swelling developed in the same 
area, the abdomen became tense, and defecation 
was painful, but the faeces showed neither blood nor 
mucus. This abdominal condition continued for 
twenty days, after which the pain accompanying 
defecation became localized in a part of the intes- 
tine and then diminished. 

On examination, a smooth, mobile tumefaction, 
the size of a fist, was found under the left costal 
margin and extending almost to the umbilicus. 

After the usual organic and other clinical tests 
the site of the tumor was believed to be the poste- 
rior portion of the omentum. It is usually considered 
pathognomonic of such omental tumors that when 
the stomach and transverse colon are filled, they 
disappear or decrease in size. This sign was ob- 
served. The pre-operative diagnosis was benign 
tumor, probably cystic and pedunculated, of the 
posterior portion of the omentum. : 

At operation, a round tumor the size of the head 
of a fetus and full of blood was found implanted 
upon the upper wall of the first portion of the 
jejunum about four fingerbreadths from the liga- 
ment of Treitz. This growth was removed with the 
portion of the intestinal wall on which it was im- 
planted. The patient made an excellent recovery. 

Histologic examination of the tumor showed that 
it was a leiomyoma arising from the intestinal 
musculature. The overlying mucosa was undergoing 
degeneration. 

The author reviews the literature referring to 
leiomyomata of the gastro-intestinal tract. Steiner 
collected fifty-six such cases in 1899 but many of 
them were not proved cases. In 1917, King, in an 
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article on benign tumors of the intestinal tract, 
mentioned only thirteen cases of myoma proved by 
histologic examination. Brendolan believes that 
while such tumors may have a vascular origin, the 
majority arise from the muscular part of the organ 
on which they are implanted and, in the case of the 
intestine, from the muscularis mucosa. The chief 
conditions with which such a tumor may be con- 
fused are cancer and simple and tuberculous in- 
flammatory tumors. The chief danger arising from 
such growths is their tendency to sarcomatous de- 
generation. The only treatment is operative removal. 
W. A. BRENNAN. 


David, V. C.: Sliding Herniz of the Caecum and 
Appendix in Children. Ann. Surg., 1923, |xxvii, 
438. 

A review of the literature shows that sliding 
hernia in children is not a common condition and 
that it is generally thought to be associated with 
rotation of the cecum and the descent of the testicle 
during intra-uterine life. 

The cecum develops from the large bowel and 
lies up beneath the liver. As fetal life progresses, 
axial rotation takes place and the colon descends 
into the lower abdomen. Fusion occurs between 
the peritoneum of the ascending colon and the pos- 
terior parietal peritoneum, fixing the large gut in 
place. As pointed out by McMurrick, fusion of 
these two structures is sometimes incomplete, allow- 
ing a certain mobility of the ascending colon and 
the cecum. 


The testicle descends to the inguinal canal about 
the fifth month of fetal life. It is preceded into the 
scrotum by the tunica vaginalis. If the descent of 
the testicle were the cause of the hernia of the cecum 
into the sac, the testicle would have to draw the 
cecum and part of the parietal peritoneum down 


into the sac. The author believes that if such ad- 
hesions were the only cause an undescended testicle 
would be the result. 

The fusion of the cecum to the hernial sac should 
not be considered the result of a fetal peritonitis as 
this would cause evidence of inflammation in the 
surrounding structures. The author offers the sug- 
gestion that fusion of the wall of the cecum to the 
peritoneal surface of the vaginal process takes place 
in the same fashion as fusion of the lateral wall of 
the ascending colon to the posterior parietal peri- 
toneum. 

David describes three cases in which the cecum 
was found to be part of the posterior wall of the 
hernial sac. The treatment consisted in dividing 
the sac longitudinally and freeing the cord. The 
anterior half of the sac was trimmed away, the pos- 
terior cecum was returned to the abdomen through 
the internal abdominal ring, and the opening was 
closed with a pursestring suture. 

In none of the cases was there any adhesion 
between the testicle and the bowel nor any vascular 
connection which might be considered a plica 
vascularis. J. Pickett, M.D. 
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Szersynski, B.: Nerve Disturbances in the Abdom- 
inal Wall in Appendicitis (Nervoese Stoerungen 
der Bauchwand bei Appendicitis). Polska gaz. lek., 
1922, i, 816. 

The different evaluations of Head’s zones with 
regard to abdominal diseases caused the author to 
draw his own conclusions on the basis of a careful 
study of acute, subacute, and chronic appendicitis. 
Sensory perception was tested by means of touch, 
pricking with a needle, pinching with the fingers, 
and the application of cold and hot test-tubes, 
affected parts of the body being compared with parts 
free from the disease, the hypogastric region with the 
epigastric, the abdomen with the thorax, and the 
extremities. This examination was not made on 
very nervous persons. 

Of eighty patients with appendicitis, sixty (75 
per cent) showed variations in the sensibility of the 
skin within a region bounded above by the umbilical 
line; laterally, by the anterior axillary line, the spine, 
and the beginning of Poupart’s ligament; below, by a 
line three to six fingerbreadths below the umbilicus; 
and medially, by the margin of the rectus. There 
were, however, occasional variations from this rule, 
particularly in an upward direction. Of the various 
sensations, pain caused by pinching showed the 
greatest variation. 

The author comes to the cenclusion that hyper- 
zsthesia is most common in acute and subacute 
cases, and hypesthesia in chronic cases. 

With regard to reflex muscle tension he concludes 
that the disturbance lies in the motor section of 
the reflex arch rather than the sensory section. He 
therefore believes that Head’s zones are not entirely 
dependable in diagnosis although they may be of 
some significance. Jurasz (Z). 


White, F. W.: The Clinical Importance of the 
Chronic Changes in the Appendix Which Are 
Discovered by the Roentgen Ray. Bosion M. 
& S.J., 1923, clxxxviii, 587. 

As a preliminary to the determination of their 
clinical importance, the author discusses briefly the 
various roentgen signs of “chronic appendicitis.” 
This term he believes is more or less a misnomer as 
it refers not so much to a chronic inflammation of 
the appendix as to the result of recurrent previous 
inflammation which caused chronic functional dis- 
turbance. The direct roentgen signs in the appendix 
are tenderness, fixation, kinking, a change in shape, 
abnormal position, lack of filling, slow emptying, 
beading, and adhesions in the ileocecal region. The 
indirect signs are pyloric spasm, gastric residues, 
and ileal stasis. Most of the signs are suggestive 
rather than definite, and several, the more the better, 
are needed for a diagnosis (taken, of course, with the 
clinical evidence). If there is no tenderness and no 
fixation, the other signs count for little. 

While tenderness is not strictly a roentgen sign, 
the roentgen examination permits of exact lo- 
calization of such tenderness and if this coincides 
strictly with the visualized appendix it constitutes 
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the best single sign of pathology. As regards filling, 
there is wide variation of opinion. The author be- 
lieves that when the appendix is not seen, little can 
be said about it and that this fact justifies the con- 
clusion that its lumen is obliterated or it is retro- 
cecal. The nature of the filling, whether it is 
irregular, interrupted, beaded, or segmental, is not 
a definite criterion of pathology as it may be of 
purely physiological origin. Delayed emptying, i-e., 
much over thirty-six hours or after the cecum has 
emptied, suggests poor drainage and hence is poten- 
tially a source of danger. 

Fixation is important, especially if it involves 
one part of the appendix, the tip or median part, 
and causes kinking and deformity; this indicates ad- 
hesions from previous inflammation. Fixation or 
kinking must be permanent, and not merely appar- 
ent or accidental, to have any value in diagnosis. 
Kinking and angulation are usually due to adhesions, 
narrowing, scar tissue, and obliterative changes; 
irregular dilatation may be due to obstruction with 
delay in emptying and fermentation of contents. 
Size is of no diagnostic importance and variations 
of shape are important only if constant. Like- 
wise, anomalous position is significant only if it is 
fixed. 

Of indirect signs, slow emptying of the ileum with 
residues of the barium meal for twelve to twenty- 
four hours or more is frequently the result of ob- 
structive delay from adhesions, but there are also 
other causes. The gastric signs, such as spasm of 
the pylorus and duodenum and stasis, are very 
inconstant and unreliable. Incompetency of the 
ileocecal sphincter has little relation to the appendix 
and is too common in the absence of chronic 
appendicitis to have any diagnostic value. Adhe- 
sions involving the ileum, colon, and pelvic organs 
indicate congenital veils or local inflammation; 
previous appendicitis is a common cause. 

In interpreting the various roentgen signs in in- 
dividual cases as indications for operative interfer- 
ence the greatest caution is essential. In an oper- 
ative group, a different group of signs were always 
found, namely, constant tenderness of the appendix 
itself, sharp kinks with fixation, marked delay in 
emptying associated with tenderness, and a history 
of local pain or tenderness. The diagnosis has been 
made chiefly on the basis of direct signs in the 
appendix itself or adhesions. The most important 
direct signs have been tenderness of the appendix, 
constant changes in shape, fixation, and abnormal 
position. The less important were the filling and 
emptying of the appendix and signs of fecal residue. 

HArTUNG, M.D. 


Jackson, J. N.: Acute Gangrenous or Perforative 
and Suppurative Retrocecal Appendicitis. 
South. M. J., 1923, xvi, 282. 


The appendix is found to be retrocecal in about 
20 per cent of cases. The sequele of inflammation 
in an appendix so situated are quite different from 
those of the peritoneally placed appendix and there- 


fore the symptoms and the surgical measures re- 
quired differ greatly. 

The simplest form of retrocecal appendix has the 
usual mesentery. The second variety passes upward 
outside the colon, beneath the peritoneum of the 
lateral iliac or lumbar fossa. It is without a mesen- 
tery and is retroperitoneal except anteriorly and 
at its tip. The third type passes upward along the 
cecum and colon and its peritoneal covering is that 
of the colon wall. The side next the gut has no 
peritoneum. The fourth type, which is rare, passes 
up beneath the cecum and ascending colon between 
the layers of the mesocolon, and is a true retro- 
peritoneal appendix. 

Two stages of appendicitis are recognized: (1) that 
in which the infection is confined to the appendix, 
and (2) that in which the infection has broken 
through the gut wall and extends either to the 
peritoneum, the cellular tissues, or the blood stream. 

In the retrocecal appendix the peritonitis extends 
primarily to the lateral or lumbar peritoneal fossa 
and is usually confined to this space outside the 
colon, but may extend up toward the kidney or liver 
and gall-bladder or even into the lung. The author 
had two cases in which the pus ruptured into a 
bronchus. 

The cases with direct extension may have an 
abscess pointing over the iliac crest, the lumbar 
region, or extending through the cellular tissue down 
over the buttocks to the knee. 

In the fourth type the extension is closely asso- 
ciated with the origin of the mesocolonic veins, and 
a septic thrombo-phlebitis occurs which may reach 
the liver where it may cause single or multiple 
abscesses: 

These severe complications were seen during the 
author’s earlier practice and represent failure of 
early diagnosis and inadequate treatment. During 
the last ten years Jackson has had no such scrious 
complications. 

In the first stage the symptoms are thesame, what- 
ever the location of the appendix. In the second 
they vary with the location. They may be divided 
into: (1) constitutional, such as fever, rapid pulse, 
general depression, and blood changes, and (2) local, 
which should be more closely observed in order to 
locate the appendix. In the early stage the local 
symptoms do not vary with the site of the appendix 
and are sudden in onset. Severe pain is usually re- 
ferred to the epigastrium and there is more or less 
vomiting. As the condition spreads to the peritone- 
um, the symptoms of peritonitis supervene, and 
later become localized over the region. : 

In cases of retrocacal appendix the peritonitis is 
more localized and may quickly disappear, but if 
deep pressure is made over the iliac crest or in the 
lumbar fossa a very distinct tenderness, previously 
unsuspected by the patient, is discovered. This is a 
valuable sign. Proper diagnosis requires: (1) an ac- 
curate detailed account of the symptoms of the tirst 
twenty-four to forty-eight hours, (2) recognition of 
the fact that the later signs are chiefly those ol 
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peritonitis, which in cases of retrocecal appendix, is 
limited largely to the outer side and the back of the 
cecum, (3) the evidence of continued infection, 
(4) slight stiffness and distinct tenderness on pressure 
above the crest of the ilium in the lumbar region. 
The treatment of retrocecal appendicitis is the 
same as that of any other type. Early diagnosis and 
early operation are important. In cases of gangrene 
or perforation, operation is usually done as soon as 
possible, but as there is not the same acute danger 
as when general peritonitis threatens, the patient’s 
general resistance and condition are sometimes im- 
proved before operation by the administration of 
glucose and soda, proctoclysis, hypodermoclysis, gas- 
tric lavage, and enemata for twenty-four hours. 
The McBurney incision is used as it can be ex- 
tended toward the kidney or liver. The general 
peritoneal cavity is walled off with hot packs, ad- 
hesions are broken up with the index finger close to 
the lateral wall and the appendicular structure is 
removed. When the appendix extends along the 
colon, great care is necessary to avoid injuring the 
latter. After removal of the appendix its stump is 
buried. The colon can be considerably infolded. 
Proper drainage is often the key to success. A 
counter-drain through a stab incision in the lumbar 
region will often be indicated. A large tube is used, 
and the patient placed in the Fowler position. A 
cigarette drain is placed in the abdominal incision 
and, if indicated, into the pelvis, and the wound is 
closed in layers. Hot fomentations are immediately 
applied to the wound to help control infection in the 
superficial layers, thus shortening the convalescence 
and lessening the liability to weakness of the walls 
with herniation. Marcus H. Hosart, M.D. 


Rouffart: Chronic Appendicitis and Appendectomy 
(Appendicite chronique et appendicectomie). Gynéc. 
el obst., 1923, Vii, 115. 


The literature indicates that many surgeons ex- 
perience great difficulty in making a diagnosis of 
chronic appendicitis. Rouffart states that he cannot 
understand Gibson’s failure in 40 per cent of his 
cases to relieve the symptoms attributed to chronic 
appendicitis by appendectomy. Neither can he 
understand why others claim great difficulty in 
differentiating chronic and subacute appendicitis 
from painful mechanical and inflammatory affections 
of the cwcum, ascending colon, or omentum. Typh- 
litis, ptosis, and chronic intestinal stasis are rarely 
encountered, easy to diagnose, and not comparable 
in gravity to appendicitis. In the main, their treat- 
ment is not surgical; anastomosis, bowel fixation, 
and resection are rarely indicated. Rouffart agrees 
with Walther that the principal offender in all 
these conditions is the appendix, and that therefore 
in chronic appendicitis with colitis, prolapse or dilata- 
tion of the cacum, etc., the first step should be an 
appendectomy. 

In the hundreds of cases of chronic appendicitis on 
which the author has operated in the last thirty 
years, he has had no failure; abdominal pain, in- 


fection, outbreaks, and intoxication entirely dis- 
appeared after the appendectomy. Also after refusal 
of operation in this condition he has seen many poor 
results, even death. In three of his cases in which 
there was a return of symptoms necessitating a 
second operation he found new pathology such as 
retroversion of the uterus or adhesions in the pelvis, 
but nothing referable to the appendix. He therefore 
assumes that the therapeutic failures reported by 
others may be diagnostic failures. He believes it is 
easy to differentiate between appendiceal and colonic 
inflammation. 

In conclusion the cases of two female patients with 
chronic appendicitis who were operated upon are 
reported. Rouffart makes a short incision 214 to 3 
cm. running obliquely downward and inward from 
a point 2 or 3 cm. distant from the antero-superior 
iliac spine and at a level with the spines. This can 
be converted into the Pfannenstiel incision if an un- 
foreseen condition is exposed when the peritoneum 
is opened. Speep, M.D. 


D’ Agata, G.: Amputation of the Rectum and Total 
Prostato-Vesiculectomy for Associated Neo- 
plastic and Tuberculous Processes (Amputa- 
zione del retto e prostato-vesiculolectomia per 
concomitante processo neoplastico e tubercolare). 
Arch. ital. di chir., 1923, vi, 602. 

D’Agata reports the history of a man aged 57 
years, in whom the anatomical and histopathological 
findings revealed the presence of an adenocarcinoma 
of the rectum propagated to the prostate which 
was already chronically inflamed. Biological tests 
and the clinical manifestations of the inflammatory 
process left no doubt as to its tuberculous nature. 

The coexistence of a tuberculous and neoplastic 
process in the same tissue as in this case is very rare. 
In the cases which have been reported in the litera- 
ture previously the tuberculosis preceded the cancer 
or vice versa. 

In the author’s case the clinical diagnosis was 
confirmed at operation. On account of the extension 
of the neoplastic process, D’Agata did a classical 
Lisfranc total amputation of the rectum and a 
prostato-vesiculectomy. The segment of intestine 
amputated showed a large ulcerated neoplasm oc- 
cupying the entire rectal ampulla, and a sagittal 
section of the prostato-rectal mass showed the 
prostate infiltrated with the same neoplastic tissue 
and tuberculous lesions. The neoplasm was proved 
to be an adenocarcinoma by microscopic examination. 

The patient left the hospital four months after the 
operation in excellent condition. He was then able 
to retain even fluid faces, and there was no sign of 
recurrence. W. A. BRENNAN. 


Bowing, H. H., and Anderson, F. W.: The Treat- 
ment by Radiation of Cancer of the Rectum. 
Am. J. Roentgenol., 1923, x, 230. 


The authors give an account of the technique 


used and the experience gained in approximately 
300 cases of cancer of the rectum treated at the 
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Mayo Clinic. The majority of these cases were 
inoperable, and only a reasonable amount of placebo 
treatment was given. Some of them were recur- 
rences following radical surgical procedures.. In 
about twenty cases a radical posterior resection was 
done after radiotherapy without any added sur- 
gical difficulties. 

The authors give a classification of the types of 
rectal cancer and describe the various forms of ap- 
plicators, with illustrations. They discuss the tech- 
nique employed, the factors to be considered in 
the treatment of the different types, and the dif- 
—" and reactions which are apt to be encoun- 
tered. 

They conclude that in the majority of rectal 
neoplasms, radium has a definite inhibitory and 
destructive effect and is a valuable aid to surgical 
measures. 

For the best results, an abdominal exploration 
should be made except in grossly inoperable cases. 
It is not essential to perform a colostomy in order to 
give radium and roentgen-ray treatment. If the 
case is grossly inoperable, radium and the roentgen 
rays may be used, colostomy being done only if 
obstruction is impending. 

When a colostomy has been made, the growth 
should be treated through the distal loop, and when 
the growth can be felt digitally through the vaginal 
walls, the vagina should be packed with radium. 

Early diagnosis is of paramount importance. A 
rectal examination should be made more frequently 
by the general practitioner. Some neoplasms of the 
rectum respond readily to radium and roentgen-ray 
treatment while others are resistant. Long survival 
is possible even in untreated cancer of the rectum. 

The best method of radiation therapy is a com- 
bination of radium and roentgen ray used as early 
as possible. 


LIVER, GALL-BLADDER, PANCREAS, AND 
SPLEEN 


Gundermann: The Pathology of Human Bile Secre- 
tion and a Report on Polycholia (Zur Pathologie 
der menschlichen Gallensekretion, zugleich ein 
Beitrag zur Polycholie). Beitr. z. klin. Chir., 1923, 
CXXViii, I. 

The author mentions the fact that the quantity 
of bile obtained through a biliary fistula in the 
human being must be regarded as pathologic and 
does not permit any estimation of the physiological 
quantity. The quantity of bile, urinary output, and 
fluid intake were determined in a number of cases 
in which cholodochotomy had been performed. 
Only those cases were studied in which the stools 
were acholic, practically all of the bile being led off 
through a soft catheter. 

The period of observation was the first eight days 
after the operation. Particular attention was paid 
to the influence of the intake of fluid upon the 
quantity of bile. Rest in bed, because of the lack 
of body movement, produced an effect upon the 
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blood pressure and circulation in the liver and 
further reduced the renal output of fluid to the 
minimum. Finally, in a series of cases the chloride 
content of the bile was estimated in terms of sodium 
chloride in order to determine the part played by 
the liver in sodium-chloride metabolism, Of thirty- 
one cases, thirteen were found suitable. Nine of 
the latter showed an average secretion of 250 c.cm. 
of bile in the first eight days. The quantity of urine 
varied from 500 to 550 c.cm. The total of both 
secretions fell noticeably below the fluid intake. 
In some cases the differences were so great that 
water must have been retained in the body. Two 
patients daily secreted 500 c.cm. of bile and between 
750 and 1,000 c.cm. of urine, the fluid intake and 
total secretion counterbalancing each other. In 
one case the quantity of bile and urine was 500 c.cm., 
while the intake of fluid was usually somewhat less. 

The investigation therefore demonstrated that 
the secretion of bile is independent of the fluid intake, 
but that the latter has an effect upon the urinary 
output. The loss through bile indicates an un- 
balanced state of the body, which must be corrected 
through the subcutaneous injection of fluid, prefer- 
ably the infusion of glucose. During starvation, 
the quantity of bile obtained through the fistule 
averaged about 250 c.cm. in most cases, and 
generally did not reach the quantity of urine passed 
in the same period of time. The determination of 
the chlorides of the bile showed that bile from the 
gall-bladder has a higher content of sodium chloride 
than that from the liver, and further, that the 
sodium-chloride content of bile is very constant and 
— of the amount of the salt taken in the 
food. 

An anomalous case in these investigations pro- 
duced more bile alone than the amount of fluid 
taken in: In this case 8,300 c.cm. of fluid were 
introduced into the body, and 10,000 c.cm. were 
lost through bile and urine. Of the fluid lost, 2,800 
c.cm. were urine and 8,100 c.cm. were bile. There- 
fore the bile secreted was only 200 c.cm, less than 
the entire fluid intake. The loss of weight during 
this time was 2,600 c.cm. The “bile was strikingly 
light in color and thin. As the secretion of bile was 
probably as great before the operation as alter it 
and the quantity of urine excreted before the opera- 
tion was large, it seems justifiable to assume that 
in some persons there is a double circulation of 
water, some of the water ingested reaching the 
intestine through the liver and bile before it is 
excreted by the kidneys. 

In the author’s opinion the water content of the 
food is not essential for a concentrated flow of bile. 
Numerous other factors, such as obstruction, are also 
of little importance. The effect of hormones as well 
as the causative relationship between cholangitis 
and increased bile secretion is questioned. In any 
event it is a fact that here we have a true polycholia 
produced by an unusually profuse excretion of water. 

The author concludes that a distinction should 
be made between the terms “polycholia” and 
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“pleiochromia.”” The latter indicates a condition of 
the liver cells in which a highly-pigmented, thick, 
water-poor bile is excreted, whereas “‘polycholia” 
means the secretion of a thin watery bile. 

Havumann (Z). 


McMaster, P. D., Broun, G. O., and Rous, P.: 
Studies on the Total Bile: III. On the Bile 
Changes Caused by a Pressure Obstacle to 
Secretion and on Hydrohepatosis. J. Exper. 
Med., 1923, Xxxvii, 685. 

By experiments on dogs the authors found that in 
bile which is secreted against an abnormally high 
pressure, as during partial obstruction, the pigment, 
cholate and cholesterol outputs are cut down so much 
more than the fluid bulk that the concentration of 
the substances per cubic centimeter of bile is notably 
lessened. The fluid obtained at the greatest pressure 
compatible with secretion contains only traces of the 
typical biliary constituents. The relationship of 
these alterations in the bile to the consequences of 
partial biliary obstruction is discussed. 

An analysis of the liver changes following biliary 
obstruction brings out their essential likeness to the 
changes that occur under similar circumstances in 
glands in general and the kidney in particular. The 
major physiological factors concerned in the develop- 
ment of hydronephrosis and in the liver changes 
after biliary obstruction are identical. It is suggested 
that the term “‘hydrohepatosis” be used, not merely 
to designate the liver condition, but to indicate the 
principles underlying its development. In clinical 
cases of biliary obstruction the likeness to hydrone- 
phrosis is often hidden because of the activity of the 
gall-bladder which renders the stasis bile dark and 
thick. There is then a concealed hydrohepatosis 
differing merely in the character of the duct content 
from the manifest hydrohepatosis with white bile 
which is found when the gall-bladder fails to act. 

GeorcE E. Betray, M.D. 


Broun, G. O., McMaster, P. D., and Rous, P.: 
Studies on the Total Bile. IV. The Entero- 
hepatic Circulation of Bile Pigment. J. Exper. 
Med., 1923, xXxxvii, 699. 


The authors’ experiments were carried out on dogs 
permanently intubated for the collection of the total 
bile. When the dogs were fed cooked liver of the 
sheep or ox, the bile for several days thereafter was 
green instead of the previous vellow brown. 

The change in color of dog bile after the feeding of 
the green bile or the liver tissue of herbivora is 
no more than suggestive in this connection. The 
appearance in the bile of cholohematin after the 
administration of the pigment by mouth demon- 
strated conclusively that a substance nearly related 
to bilirubin is absorbed in the intestine and excreted 
by the liver. 

The results of the feeding of dog bile leave no 
doubt that the bilirubin output was increased there- 
by in many instances. One reason why it was not 
always increased was that circumstances were fre- 
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quently unfavorable to absorption from the in- 
testinal tract. The pigment increase is certainly not 
due to flushing out by the quickened bile stream. 
A relatively small liberation of hemoglobin by blood 
destruction would account for it. It was in this way 
that one investigator explained an increase he ob- 
served after the feeding of large quantities of bile 
salts to fistula dogs. 

In one of the authors’ dogs an average of approxi- 
mately 0.072 gm. of extra pigment appeared in the 
bile on each of eleven successive days. This might 
have been caused by an extra destruction daily of 
16.3 c.cm. of blood with 80 per cent hemoglobin. 
In twenty-four-hour specimens from dogs given 
large amounts of the cholate of dog bile, another in- 
vestigator found no increase in pigment. It is possi- 
ble that the pigment increases observed by the 
authors were not due to a greater total output of the 
substance but were the result of recurring temporary 
alterations in the rate of elimination such as follow 
the administration of carbohydrates. 

The proportion of bilirubin presumably resorbed 
in their experiments was sometimes negligible and 
sometimes high. In one dog it amounted to 72 mgm. 
of the 172 mgm. administered daily (42 per cent). 
That bile feeding is of benefit to man and other 
animals losing the secretion by a fistula has long been 
acknowledged. Intensely jaundiced patients may 
live for years, but if, following an operation, all the 
bile escapes by the fistula, the loss of weight is very 
rapid and death may soon result if the patient is old. 

The authors summarize their findings as follows: 

In dogs fed the green bile or the liver tissue of 
herbivora, the bile secreted later frequently becomes 
green, changing from the previous yellow brown. 
When sheep bile containing cholohematin is fed, the 
bile comes to contain this pigment. When dog bile 
in quantity is given, a well-marked increase in the 
output of bilirubin by the liver frequently follows. 
Taken together, these facts indicate the presence of 
an enterohepatic circulation of bile pigment. 

GeorceE E. M.D. 


Michie, H. C.: Acute Catarrhal Jaundice. Mil. 
Surgeon, 1923, lii, 390. 


The author classifies jaundice as: (1) congenital 
jaundice, i.e., hemolytic, icterus neonatorum, and 
(2) acquired jaundice. The latter includes intoxica- 
tions of known and unknown origin, obstructive and 
chemical jaundice. This report is based upon a study 
of 119 cases which were admitted to the hospital 
from the American troops on the Rhine during the 
period from August, 1921, to July, 1922. During 
this time all jaundice cases were sent to a special 
ward for intensive study. 

The routine procedure consisted of a thorough 
physical examination and investigation as tosyphilit- 
ic infection, the stage of this disease if it was present, 


“and the treatment that had been received. Record 


was made as to the degree of staining of the con- 
junctiva, coating of the tongue, and amount of bile 
in the stool. The mental condition was noted, and 
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record was made as to subjective symptoms such as 
“heart burn,” ‘“‘a ball in the stomach,” “distress 
after eating,” etc. Further examination included 
gall-bladder drainage, a functional test of the liver 
(hemoclastic crisis), and an X-ray examination of 
the gastro-intestinal tract whenever indicated. 

The author describes in detail the technique of 
examination and the apparatus used. The cases 
studied included three of acute yellow atrophy of 
the liver. These resembled the cases of acute catarrh- 
al jaundice clinically, the only difference being one 
of intensity. The number of cases of jaundice with 
syphilis was about half that of cases without syphilis. 
Patients with syphilis were more anemic than those 
without, presented more symptoms referable to the 
liver, and were jaundiced longer. 

The importance of alcoholism, especially the 
drinking of sour wines, in the etiology of these cases 
could not be definitely determined as the histories 
were unreliable in this respect, but food, especially 
the eating of a certain kind of sausage, played an 
unmistakable part as among the officers, who did not 
eat this kind of food, there were no cases of jaundice 
whereas every soldier with jaundice stated that he 
had eaten it regularly. 

There was no seasonal variation in the number of 
admissions. Culture of the bile and all other bacteria 
examinations were negative. While pus was found 
in the upper respiratory tract in a certain percentage 
of the cases, all uncomplicated cases were afebrile. 

Fractional examination of the contents of the 
duodenum gave evidence of the presence of gastric 
or duodenal ulcer or chronic gastritis. The most 
striking acid curve was that of cases of duodenal 
ulcer. This brought out the fact that when the total 
free acid was over 10 and the second or third duoden- 
al specimen showed a total acidity exceeding 50 per 
cent of the total gastric acidity, a duodenal ulcer 
was present. This finding was made in 80 per cent 
of the cases of ulcer of the duodenum and was not 
made in any case without evidence of ulcer. 

The treatment consisted of the usual calomel 
purge followed by the daily administration of 1% oz. 
of sodium phosphate. In some cases a mixture of 
hydrochloric acid, pepsin, and strychnine was given. 
Others received quinine. Patients with ulcer or 
gastro-intestinal irritation were given a modified 
Sippy treatment. 

In summarizing the author states that acute 
catarrhal jaundice is not a disease but a symptom 
and the only clinical difference between it and acute 
yellow atrophy of the liver is a difference of degree. 
There is no apparent obstruction of the common 
duct. Bacteriological examination of the bile is 
negative. Ninety per cent of cases exhibit duodeni- 
tis. It is evident that certain diets play an important 
réle in the production of jaundice, and it is probable 
that the disease originates in the stomach and 
duodenum, affecting the liver secondarily. The toxin 
may then be secreted from the liver through the bile 
and become resorbed by the intestine, a vicious circle 
being thus established. Witutam J. Pickett, M.D. 


Ritter, A.: The Results of Ligating the Hepatic 
Artery: Observations on the Functional Ex. 
amination of the Liver (Ueber die Folgen der 
Ligatur der Arteria hepatica. Beitrag zur Funk. 
tionspruefung der Leber). Mitt. a. d. Grenzgeb. d. 
Med. u. Chir., 1922, xxxv, 76. 


Following a description of the anatomy of the 
blood supply of the liver and stomach, which js 
illustrated by sketches, the author mentions the 
clinical cases of ligation of the hepatic artery or its 
branches which have been reported in the literature 
(twenty-nine cases, three of them personally ob- 
served), and discusses the prognosis and clinical 
aspects following this procedure. 

As regards the site of the ligation, the common 
hepatic artery is the least dangerous since the 
collateral circulation—the right gastric and gastro- 
epiploic and the superior pancreaticoduodenal 
arteries—insures a sufficient blood supply. Follow- 
ing ligation of the arteria hepatica propria or of the 
communis and its collaterals the prognosis is very 
unfavorable. In ten cases there were seven deaths. 
One of the author’s patients survived only because 
an accessory vessel was present between the stump 
of the arteria hepatica communis and the arteria 
hepatica propria, distal to the ligation. In the two 
other cases, which were operated upon by the Kehr 
method, partial necrosis of the liver supervened. 

The prognosis of ligation of the right branch of 
the hepatic artery is somewhat more favorable 
(mortality about 50 per cent). The mortality of 
ligation of the left branch is 70 per cent. 

It is of interest that in the author’s two cases in 
which the operation was well borne the function of 
the liver was impaired in spite of the fact that icterus 
was not observed. Even after the third week a 
distinct disturbance of carbohydrate and protein 
metabolism was noted, a finding supported by the 
galactose test of Bauer and by Abderhalden’s method 
of amino-acid determination. This also explained 
certain disturbances in the postoperative period. 

The author assumes that there is serious damage 
to the liver if, following ligation of a branch of the 
hepatic artery, the amino-acid excretion is four or 
five times the normal figure. He believes that when 
the patient’s condition will permit it, a second 
laparotomy for the excision of the damaged lobe 
should be done several days after the functional 
tests of the liver. VoLLHarnt (Z). 


Mann, F. C., and Magath, T. B.: Studies on the 


Physiology of the Liver. IV. The Effect of . 


Total Removal of the Liver After Pancrea- 
tectomy on the Blood-Sugar Level. Arch. Jnl. 
Med., 1923, Xxxi, 797. 


Previously reported studies by the authors on the 
physiology of the liver demonstrated that: 

1. A characteristic group of symptoms followed 
by death develops after total removal of the liver. 

2. These symptoms are associated with decreas- 
ing blood sugar, and the various symptoms and 
death occur at definite blood-sugar levels. 
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3. The injection of glucose after the development 
of symptoms abolishes them and restores the animal 
to normal. 

4. If glucose is administered after hepatectomy 
in amounts sufficient to maintain the blood-sugar 
level at or above normal, the characteristic symp- 
toms do not develop and the animal lives for a 
variable period of time, which is always much longer 
than if glucose had not been administered, but dies 
following the development of a totally different 
group of symptoms. 

These striking and very definite results proved 
that the maintenance of the normal level of blood 
sugar is dependent on the liver. They showed also 
that there is a certain critical level of blood sugar 
below which it is impossible for the organism to 
live. The liver thus assumes renewed importance 
and undoubtedly has a vital function as regards 
carbohydrate metabolism. 

It has been known for a long time that pancrea- 
tectomy causes glycosuria and hyperglycemia. It 
is evident, therefore, that the two glands, liver and 
pancreas, have a reciprocal action on the concentra- 
tion of sugar in the blood. When the liver is re- 
moved, the sugar disappears from the blood; when 
the pancreas is removed, the sugar increases in the 
blood. It was the purpose of the authors’ research 
to determine whether or not the hyperglycemia 
following pancreatectomy is dependent upon the 
presence of the liver. 

The study was made upon dogs in which the 
liver was removed by a technique described in a 
previous article. The pancreas was removed at 
various periods of time before removal of the liver. 
It was found that when the two glands were removed 
at the same time, the resulting condition was the 
same as that following removal of the liver alone. 
When the liver was removed from twenty-four to 
ninety-six hours after pancreatectomy, the blood 
sugar decreased quickly and the same characteristic 
symptoms developed as after hepatectomy, but at 
a higher blood-sugar level. The injection of glucose 
restored the animal to normal, but the effect was 
transitory. The total removal of the pancreas and 
partial removal of the liver in an animal in which 
an Eck fistula had been made was followed by only 
slight or no increase in the blood sugar. 

These experiments prove that the presence of 
the liver is absolutely necessary for the hyper- 
glycemia following pancreatectomy. 


Piersol, G. M., and Bockus, H. L.: Observations on 
the Value of Phenoltetrachlorphthalein in 
Estimating Liver Function. Arch. Int. Med., 
1923, XXxi, 623. 

The authors summarize the work which has been 
done up to the present time upon the value of 
phenoltetrachlorphthalein in estimating liver func- 
tion and draw the following conclusions: 

1. Phenoltetrachlorphthalein is an ideal sub- 
stance for estimating liver function, as in health it is 
eliminated solely by the bile. 


2. In health, the forty-eight-hour output of the 
dye in the feces is fairly constant. 

3. The time of appearance of the dye in the bile is 
of decided importance, but it cannot be determined 
by the faeces method. 

4. The dye output decreases as the hepatic 
parenchymal damage becomes more extensive. 

The recent work of McNiel, Aaron, and others 
with the duodenal tube opened up a new field for 
investigation. The authors were stimulated to go 
on with the work and to attempt the development of 
a technique which would make this test comparable 
to the phenolsulphonephthalein kidney test. Fifty 
cases were studied. 

The duodenal tube was introduced into a fasting 
stomach and gavage performed, a small quantity of 
water being left in the stomach. The tube was then 
passed on into the duodenum and water was given 
by mouth to insure a steady drip of bile-stained 
fluid from the tube. The dye was then injected in- 
travenously and the bile collected in a solution of 
sodium hydroxide. The time of appearance of the 
first faint color and of the maximum color was re- 
corded. Each half-hour’s output was collected for 
two hours and the amount of dye recovered was 
estimated by means of a colorimeter. 

The conclusions drawn are as follows: 

1. A delay in the appearance time of the dye was 
proportionate to a decrease in the output. The 
quantitive estimation of the dye output in two hours 
is of more importance than the recording of the first 
appearance time, but both should be considered. 

2. When the liver was grossly pathologic the time 
of appearance of the maximum color was twice as 


long as in normal cases and the dye output averaged - 


one-eighth of the output in normal cases. 

3. The output of dye in normal cases varies with 
age. The younger the subject the greater the 
amount of dye recovered. 

4. This test should be of distinct value in cases 
in which the functional capacity of the liver is only 
slightly disturbed and when it is clinically negative 
to other methods of examination. 

5. The technique is extremely simple and can be 
performed with ease by the average clinician. Com- 
mon-duct obstruction, of course, interferes with the 
test. C. J. Gasper, M.D. 


Kaiser, F. J.: The Movable Liver and Its Successful 
Treatment: A New Method of peration 
Based on the Principle of Supporting the Liver 
from Below and a Plastic Procedure on the 
Abdominal Wall with Doubling of the Aro- 
neurosis (Die Wanderleber und ihre erfolgreiche 
Behandlung. Eine neuartige Operationsmethode 
mit dem Prinzip der Stuetzung der Leber von unten; 
verbunden mit Bauchwandplastik mittels Aponeu- 
rosendoppelung). Deutsche Zischr. f. Chir., 1922, 
clxxv, 411. 


Hepatic ptosis is of the following two types: 

1. The purely local condition due to lowered intra- 
abdominal pressure from enlargement of the lower 
abdominal cavity following pregnancy, the removal 
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of tumors, ascitic fluid, etc. These are the cases in 
which surgery is indicated. 

2. The general splanchnoptosis associated with 
the congenitally asthenic habitus (persons with a 
flat thorax, light bone structure, heart leakage, a 
narrow aorta, and an unstable nervous system). 
These are the cases in which it is important to 
avoid operation. The treatment should be con- 
servative. 

After discussing the diagnosis and the conserva- 
tive and operative methods of treatment hitherto 
in use, Kaiser describes a new surgical procedure 
which is based on the principle of supporting the 
liver from below. The technique is as follows: 

An incision is made in the median line of the 
abdomen, the ligamentum teres is divided, and the 
liver is forcibly put back into position. The right 
side of the abdominal wall is then forcibly raised 
and a horizontal incision is made from within out- 
ward, beginning three or four fingerbreadths from 
the spinal column and continuing up to two finger- 
breadths from the median line; this incision begins 
posteriorly at about the level of the tenth rib and 
extends anteriorly to the ninth rib. It is carried 
through the peritoneum and fascia transversalis as 
far as the musculature, and then far enough down- 
ward so that a peritoneal pocket may be formed by 
forcing asice the divided layers of the musculature 
of the diaphragm and abdominal wall with blunt 
instruments. Slight hemorrhages are arrested by 
the subsequent plugging action of the liver and 
are favorable to a close adhesion. During the sepa- 
ration of the peritoneum, care must be exercised 
to prevent pneumothorax. 

The lower segment of the right lobe of the liver 
is placed in the pocket formed in the peritoneum. 
As a rule it will remain in this pocket without fur- 
ther fixation, but if it is thought best, a few sutures 
may be used to fix the edge of the pocket to the 
— thickened capsule of the under-surface of the 

ver. 

To prevent recurrence after the attachment of 
the liver a plastic operation on the abdominal wall 
is usually necessary. The author makes an incision 
from the ensiform process over the navel to the 
symphysis, dissects back the skin and subcutaneous 
fat for the width of the hand on both sides, and di- 
vides the layers of the abdominal wall in the median 
line. With strong interrupted silk sutures he then 
fastens the right layer of the abdominal wall to the 
inner surface of the peritoneum of the left side 
as far as possible, taking in the aponeurosis, and 
brings the left aponeurotic layer over as far as pos- 
sible to the right and attaches it with interrupted 
‘sutures to the outer surface of the aponeurosis. 
Superfluous skin is then resected. HELLER (Z). 


Manson-Bahr, P., Low, G. C., Pratt, J. J., and 
Gregg, A. L.: The Treatment of Liver Abscess 
by Aspiration. Lancet, 1923, cciv, 941. 


The authors describe a simple procedure which 
they believe should replace the classical open op- 
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eration for liver abscess. Aside from its attending 
risks, the open operation is associated with risks of 
a secondary nature. Secondary infection of the 
sterile abscess cavity often follows with resulting 
sinus formation. The mortality of liver abscess 
remains high. Various factors influence the death 
rate. European patients have a better chance for 
recovery if they are operated upon in England than 
in the tropics. The mortality is lower in Europeans 
than in natives of the tropics because Europeans ap- 
ply for treatment as soon as the disease is mani- 
fested. 

- Rogers in his “Bowel Diseases in the Tropics” 
(1922) states that the mortality of liver abscess, 
even with anti-ameeba treatment, is still 50 per 
cent, while in the cases in which the closed method 
of treatment is used the mortality is only 14.4 per 
cent. Aspiration of liver abscess dates back to 1828, 
when Annesley advocated drainage through a 
trocar. In 1871 Maclean evacuated the pus through 
a Bowditch syringe and gave 20 to 25 gr. of ipecac 
daily. Jessett in 1885 reported one case which was 
aspirated sixteen times for the removal of 400 oz. 
of pus. Rogers advocated repeated aspiration and 
the introduction into the cavity of a quinine 
solution. 

In this paper the authors outline a series of fifteen 
cases which have been under their care during the 
past three years. Aspiration was done in all, and 
in some of them anti-amoeba treatment was given. 
All recovered. The technique was as follows: 

1. A Potain aspirator was used, the needle being 
inserted not more than 334 in. 

2. An extra supply of tubing was kept in reserve 
in case the tubing used became plugged during the 
drainage. 

3. When pus was found at exploratory puncture, 
it was thoroughly and quickly drained. 

4. When the pus was too thick for aspiration, a 
Manson trocar and cannula were used. 

5. The site chosen for drainage was the point of 
greatest swelling and tenderness if none was present, 
either the eighth anterior or mid-axillary interspace 
or the epigastric route was chosen. 

6. Not more than three punctures were made at 
a time without anesthesia; if an anesthetic was 
used, six punctures were made. 

7. As much pus as possible was evacuated at one 
time. 

Repeated punctures cause little hemorrhage. In 
most cases general anesthesia is preferable to local 
anesthesia. For the induction of local anesthesia, 
2 per cent novocaine with adrenalin is best. 

Of the series of cases reported only one had a 
recurrence of the abscess; this developed nincteen 
months after drainage of the primary abscess. 

One case in this series, although treated in the 
same way as the others, showed a marked variation 
from the usual course after the aspiration. The 
patient was subjected to three operations and was 
obliged to remain in the hospital for six months. 
In this case a secondary infection was probable. 
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The average length of time in the hospital was 
29.8 days. Anti-amoeba treatment was employed 
with the aspiration. Its value is unquestioned, 
although the use of any substance locally in the 
abscess Cavity was proved unnecessary. 

In their conclusions the authors make the follow- 
ing statements with regard to the diagnosis: 

1. Liver abscess may be present when least 
expected and when all laboratory tests and ex- 
aminations are negative. 

2, Leucocytosis is not always present, and when 
it is present, is usually low. 

3. Pain in the right shoulder is often the most 
prominent symptom. 

4. Liver abscess may be present without any 
tenderness over the liver. 

5. The entamoeba may or may not be demon- 
strable in the aspirated pus, but negative findings 
do not necessarily prove its absence. 

6. The X-ray may be of considerable value in 
the diagnosis. 

The conclusions drawn with regard to the treatment 
are as follows: 

1. Either a general or a local anesthetic can be 
used, depending upon the patient’s condition and 
the surgeon’s preference. 

2. The entire abscess should be drained at one 
time if possible. 

3. The operation is followed by great relief and 
but little or no shock. 

4. It is rarely necessary to drain the abscess a 
second time, but if necessary drainage may be 
repeated. 

5. Large doses of emetine in the form of emetine 
bismuth iodide, given by mouth, are essential as this 
drug helps to clear the source of infection from the 
bowel and to prevent re-invasion of the liver by 
the entameeba. H. M. Camp, M.D. 


Ludlow, A. I.: Liver Abscess: Report of 100 Opera- 
tions. Surg., Gynec. & Obst., 1923, xxxvi, 336. 


The author reports a series of 100 cases operated 

upon for liver abscess, the majority of which he 
believes were amoebic abscesses. The greater num- 
ber were well-localized, large single abscesses with 
dense fibrous walls. 
_ The technique of operation usually employed 
included an incision parallel with the ninth rib, 
extending outward from a point 2 in. from the right 
costal margin. A portion of the rib was resected, 
the diaphragm incised, the liver exposed, and a 
blunt scissors inserted into the abscess cavity 
through a small incision in the liver capsule. Any 
septa present were broken down by blunt dissection, 
and the abscess was evacuated as completely as 
possible and packed with gauze. No attempt was 
made to suture the liver to the chest wall. The 
pleura was encountered in only a few cases, and in 
these was sewed without harmful results. 

Dakin’s solution and hypertonic salt solution, 
used for irrigation after the removal of the gauze 
packing, did not hasten healing. Emetine was used 
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in conjunction with the surgical drainage. The 
author mentions the importance of not allowing the 
drainage opening to close too soon, and states that 
because of the danger of secondary osteomyelitis of 
the ribs, which developed in three cases, the ends of 
the divided rib should be covered with periosteum. 
The mortality in the series reported was 10 per 
cent. 

Ludlow states his belief that the danger of aspi- 
ration has been overestimated, and that in a series 
of cases now under observation the aspiration method 
combined with the use of emetine is being carried 
out with promise of good results. 

SumMNER L. Kocu, M.D. 


Monse, E.: The Surgery of Gumma of the Liver 
(Zur Chirurgie des Lebergumma). Beitr. z. hklin. 
Chir., 1923, Cxxviii, 148. 

The author reports a case in which a gumma in the 
right lobe of the liver of a woman 37 years of age 
was excochleated through healthy tissue. He then 
discusses the frequency of syphilitic diseases of the 
liver and their clinical aspects and treatment, espe- 
cially the indication for surgical interference. He 
advocates a Wassermann test in all cases of doubtful 
tumors in the upper part of the abdomen. If the 
diagnosis then remains doubtful, exploratory 
laparotomy, biopsy, and microscopic examination 
are indicated. ‘Threatening or already present 
danger to neighboring organs due to contracting 
processes in the region of a gumma or a histologically 
doubtful tumor indicates removal. Under favorable 
circumstances, well-circumscribed, pedunculated, 
gummatous tumors may be removed radically. 
When this is impossible, specific treatment should be 
given. FRANGENHEIM (Z). 


Denéchau, D., Fruchaud-Brin, H., and Agoulon, 
P.: Four Cases of Tertiary Syphilis of the 
Liver of a Pseudo-Surgical Type. The Im- 
portance of Pain in Tertiary Hepatitis (Quatre 
cas de syphilis tertiaire du foie 4 forme pseudo- 
chirurgicale. De l’importance de la douleur dans 
Vhépatite tertiaire). Bull. et mém. Soc. méd. d. hép. 
de Par., 1923, 38. XXxix, 556. 


The authors report four cases of tertiary syphilis 
of the liver in which the diagnosis was difficult and 
surgical intervention was considered or done. 
Laparotomy was performed in two cases. One of 
the two other patients refused to submit to oper- 
ation and the other was a poor surgical risk. 

Only two of the patients gave a history of syphilis, 
and only two had a positive Wassermann reaction. 
The hepatic lesion in the two cases with a history of 
syphilis occurred from three to seven years after the 
initial lesion. In two of the cases there was an 
irregular fever for several weeks but this subsided 
after the institution of anti-luetic treatment. In 
three of the cases the liver was greatly enlarged. 
In one case there was a tumor in the left hypochon- 
drium which suggested a hydatid cyst of the spleen. 
In three cases the pain was intense. 
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In all cases, arsenical treatment, begun as soon 
as the diagnosis of syphilis was made, gave excellent 
results. Roscoe Jepson, M.D. 


Hartmann: Wounds of the Choledochus (Bles- 
sures accidentelles du choledoque). Bull. et mém 
Soc. de chir. de Par., 1923, xlix, 546. 


Hartmann reports the case of a patient who was 
still in excellent health twelve years after an 
end-to-end suture of the choledochus done by 
Gosset, and cites also a case in his own practice, 
that of a patient who was in excellent health for 
ten years after reconstruction of the common duct. 

Injuries to the choledochus occur most fre- 
quently during a cholecystectomy which is begun 
at the ducts, but a few have occurred when the 
fundus of the gall-bladder was detached first. The 
author emphasizes the importance of isolating and 
identifying the different elements of the biliary tract 
before ligating and cutting them. 

Roscoe Jepson, M.D. 


Slocker La Rosa, E.: The Artificial Common Duct 
(El coledoco artifical). Clin. y lab., 1923, i, 417. 


In Spain the number of cases of biliary disease 
coming to the surgeon is constantly increasing be- 
cause of greater accuracy in the diagnosis and in- 
creasing confidence in the results of operation. 

Slocker reports cases of obstruction of the com- 
mon duct, in which Vater’s ampulla, which was in- 
cised and sutured, subsequently become retracted 
and necessitated a second operation. In the second- 
ary operations Slocker formed an artificial common 
duct by means of a rubber tube. This tube acted as 
a dilator, softened the tissue in its vicinity, and 
served as a framework for the restoration of the 
incised common duct, preventing contraction of its 
lumen. As stenosis of the outlet of the duct is apt 
to be caused by calculi or by adhesions due to in- 
fection, the rubber tube should be introduced as far 
as the lumen of the duodenum and should be left 
until it is expelled spontaneously. It is bad practice 
to withdraw the tube through an opening in the 
duodenum when its purpose is fulfilled as this is apt 
to cause the formation of a duodenal fistula. 

W. A. BRENNAN. 


Apperly, F. L., and Cameron, G.: A New Test for 
Pancreatic Efficiency: An Aid to the Diagnosis 
of Gall-Bladder Disease and Certain Obscure 
Dyspepsias. Med. J. Australia, 1923, i, 521. 


The new test reported was devised to estimate the 
alkali-producing power of the pancreas, one of the 
most important functions of this organ. The alkali 
is measured indirectly by utilizing the fact that 
gastric acidity is normally limited by a reflux of 
pancreatic alkali from the duodenum and acid 
introduced artificially into the stomach is neutral- 
ized by this reflux. The actual test is carried out as 
follows: 

A Rehfuss tube is passed and the fasting con- 
tents of stomach are removed. Two hundred and 
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fifty cubic centimeters of warm 0.4 per cent hydro. 
chloric acid are then introduced into the stomach 
and 5-c.cm. samples are aspirated every fifteen 
minutes until the stomach is empty. The samples 
are titrated for free acid and a curve is plotted from 
the results. Two and six-tenths grams of sodium 
bicarbonate dissolved in water are given to prevent 
the development of headache at the completion oj 
the test. In cases of pancreatic defect the rate of 
neutralization is greatly reduced. 

This test has been carried out in six cases. In 
none except one of pyloric obstruction did it fail 
to indicate pancreatic deficiency. The authors do 
not claim that it gives any more complete informa- 
tion regarding pancreatic function than other tests, 
but advocate its use in conjunction with other tests 
for the diagnosis of obscure dyspepsias. 

Joun W. Nuzvum, M.D. 


Peutz, J. L. A.: The Differential Diagnosis of Pan- 
creatic Lithiasis (Zur Differentialdiagnose der 
Pankreolithiasis). Deutsche med. Wcehnschr., 1923, 
xlix, 178. 

For the diagnosis of pancreatic disease no one 
method is specific, and even with the combined use 
of all the usual methods many problems still remain. 
Peutz does not agree with Wallis that the presence 
of diastase in the blood and urine with a positive 
Loewi test and the excretion of sugar in the urine 
or at least an alimentary glycosuria constitute the 
chief bases of a reliable diagnosis. In his opinion, 
physical examination of the topographical relation- 
ships, repeated microscopic examination of the 
faeces, and the use of the duodenal tube to test the 
excretory function of the pancreas, particularly 
with regard to the ferment content of the duodenal 
juice, remain the best standby in the diagnosis. 
The diagnosis of pancreatic calculi is difficult be- 
cause these, like gall-stones, may not cause clinical 
symptoms. 

With regard to the differential diagnosis Peutz 
agrees with Albee and cites assignificant symptoms 
intermittent pain in the gastric region, the profuse 
vomiting of bile, resistance in the left epigastrium 
and mesogastric regions, possibly concomitant 
alimentary glycosuria or diabetes, and the signs of 
faulty digestion and resorption of fat and protein. 
The diagnosis of pancreatic calculi can be established 
only by exclusion and then only with considerable 
reserve. Every condition arising in the biliary 
passages must be excluded. Peutz refers here to the 
estimation of the bilirubin content of the blood 
serum according to Hijmans van den Bergh and 
examination of the duodenal juice for abnormal 
biliary products and ferment content. 

According to the suggestion of Thiborn, von Kern 
and Wiener, Peutz used pilocarpine to stimulate 
the secretion of the pancreas in a young girl be- 
lieved to have pancreatic calculi, believing that by 
this procedure the stone would be forced out oF, 
because of obstruction to the secretion, the dias- 
tase content of the blood would show an increase. 
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The latter was the case. As the roentgen-ray plates 
showed small shadows in the region of the pan- 
creas, the diagnosis was apparently strengthened. 
Operation disclosed small calcified mesenteric lymph 
nodes. 

In a second case, that of a woman 77 years old, 
the heavily calcified wall of an aneurism of the 
splenic artery, which was abnormally tortuous and 
hidden by the pancreas, lead to the erroneous 
diagnosis of stone. Prenz (Z). 


Simmonds, M.: Pancreatic Lithiasis (Ueber Lithi- 
asis pancreatica). Fortschr. a. d. Geb. d. Roentgen- 
strahlen, 1923, XXX, 81. 


In the roentgenograms of a number of autopsy 
specimens of the pancreas Simmons found very 
distinct shadows of pancreatic calculi. From this 
he draws the conclusion that pancreatic calculi 
might possibly be roentgenologically diagnosed dur- 
ing life. 

In 36,000 autopsies Simmonds found pancrea- 
tic stone formations in nineteen. Fifteen care- 
fully studied cases were those of men between 34 
and 57 years of age; six had been alcohol addicts 
and nine had been diabetic. Colics had been 
present in only two cases; therefore the diagnosis 
was not made during life. 

As a result of the stone formation, chronic catarrh 
of the pancreatic ducts developed, the ducts be- 
-coming dilated and filled with watery mucus or 
purulent contents. This resulted in a diffuse in- 
flammatory infiltration, indurative transformation, 
and final destruction of the entire organ. Usually 
the stones were multiple and ranged in size from 
that of a lentil to that of a hazelnut. Kappts (Z). 


Kahn, M. H.: The Diagnosis of Spleen Function. 
Am. J. M. Sc., 1923, clxv, 214. 


The histologic details of the spleen are important 
as an indication of its function. The spleen sinuses 
are a dense plexus of capillary spaces. On one side 
they are in contact with the arterial capillaries and 
on the other with the veins. It is assumed that the 
blood entering the pulp from the arterial side must 
pass through the spleen sinuses to be led off through 
the veins. This transmigration is permitted by 
stomata in the walls of the sinuses. The capillaries 
of the spleen, therefore, are either in contact with 
the sinuses which in turn are connected with the 
veins or end directly in the pulp in contact with the 
pulp cells. The hemolymph glands are a special 
type of structure closely related to the spleen. After 
splenectomy, they increase in size, containing many 
large red blood cells free in the meshes of the retic- 
_ and filling up the lymph channels between the 
ollicles. 

The parenchyma of the spleen consists of a mass 
of cells. According to their morphology without 
reference to their origin the varieties of pulp cells 
are: (1) small mononuclear lymphocytes, (2) mononu- 
clear, polymorphonuclear, and multinuclear leu- 
cocytes, (3) nucleated red blood cells, (4) mature red 
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blood cells, (5) large cells enclosing red blood cells 
or pigment granules (phagocytes), (6) free pigment 
granules, (7) giant cells with megacaryocytes 
occurring only in young animals, and (8) blood 
platelets. The large leucocytes (2) are most numer- 
ous. The lymphocytes (1) are next in number and 
the phagocytes (5) are third. 

It is possible that the malpighian follicles are the 
physiological place of origin of the functionating 
cells produced in the spleen. The theory that the 
different regions of the spleen have different func- 
tions is supported by the fact that X-ray radiation 
of rats first destroys the cells of the follicles, the 
pulp elements remaining unchanged until after a 
much longer exposure. The different reaction of 
pulp and follicle in the leukemias also supports this 
theory. In myelemia, the pulp shows hypertrophy, 
whereas in the lymphatic form the follicle shows 
hypertrophy. 

The determination of the various functions of the 
spleen has been based on: (1) cytologic analysis of 
the blood; (2) chemical analysis of the blood; (3) 
the resistance of the red blood cells; (4) the relation 
of the hemoglobin to hematin and biliary pigments; 
(5) the relation of the spleen to iron metabolism; (6) 
the effects of splenectomy; (7) the effects of spleen 
feeding; (8) the effects of X-ray radiation; and (9) 
the clinical signs of functional disturbance of the 
spleen. 

The functions of the spleen are enumerated by 
the author as follows: (1) blood formation, (2) blood 
destruction, (3) a réle in iron metabolism, (4) a 
regulating influence on the blood-producing organs, 
(5) a function concerned with digestion, (6) a choles- 
terinogenic function, (7) internal secretion, and 
(8) detoxication. 

Blood formation. There is no doubt that the 
spleen is a leucopoietic organ. The venous blood of 
the spleen shows many more (seventy times as many) 
white blood cells than the blood of the splenic artery 
and many more than that of the vein of any other 
organ of the body. The number of polynuclears is 
greater in the splenic vein than in the artery, whereas 
the number of mononuclear cells is greater in the 
artery. The focus of origin of lymphocytosis is the 
spleen follicle, and the lymphocytes circulate from 
here through the red pulp. 

Blood platelets are not present physiologically in 
the liver, lymph glands, or bone marrow, but are 
found in the blood channels of the spleen. Following 
splenectomy, a remarkable increase of these elements 
takes place in the parts mentioned. 

The intramuscular injection of epinephrin con- 
tracts the spleen one-third. Frey’s adrenalin test for 
the hemopoietic function of the spleen consists of 
the subcutaneous injection of 1 mgm. of adrenalin. 
It is assumed that normally a distinct increase of 
leucocytes in the peripheral circulation with a 
relative lymphocytosis takes place in twenty 
minutes. In one hour there may be a still further 
increase. In disease of the spleen the increase of 
leucocytes is slight or absent and there is no relative 
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lymphocytosis. This reaction is negative after 
extirpation of the spleen in dogs. 

Blood destruction. Disintegration of the cells by 
fragmentation without loss of hemoglobin while they 
are still circulating has been found. The shape of 
these cells in the peripheral blood and the spleen is 
to some extent peculiar to the animal species. The 
constant presence in the spleen of an accumulation 
of poikilocytes which are subdividing, and of 
microcytes, and the presence of these elements in 
the circulating blood indicate that the red cells 
disappear, in part at least, by fragmentation. 

One normal function of the spleen, therefore, is 
the selection of the red blood cells which are to 
undergo destruction and of those which are to con- 
tinue in circulation. 

The relation of splenic function to blood destruction 
and jaundice. When hemoglobin is set free in the 
portal circulation a larger amount is held by the 
liver and converted rapidly into bile pigment than 
is the case when it is set free in the general circula- 
tion. Under the former conditions, overloading of 
the liver with bile pigment occurs more readily and 
jaundice is more apt to develop. This mechanical 
influence accounts for the lessened tendency after 
splenectomy to the jaundice which follows blood 
destruction due to hemolytic agents. Whether the 
spleen is an active factor in destroying the erythro- 
cytes, or whether it plays merely a passive part as 
a place for deposition of disintegrating cells, there 
can be no question that in this organ a large number 
of cells undergo their final disintegration after the 
action of hemolytic poisons. The hemoglobin there 
liberated passes by the portal system directly to the 
liver. When the spleen is removed, this disintegra- 
tion occurs in other parts, notably the lymph nodes 
and bone marrow, and the hemoglobin passes, not 
into the portal, but into the general circulation, 
from which it reaches the liver more gradually and 
in a more dilute form. 

In hemolytic jaundice there is excessive fragmen- 
tation and destruction of blood in the spleen-liver 
system because the circulating erythrocytes are 
unusually fragile. There is, however, no bile in the 
urine, but bilirubin is found in the blood and urobilin 
in large amounts in the stools and the urine. The 
bone marrow shows signs of hyperfunctioning. 
One member of a family with this disease may have 
merely enlargement of the spleen without jaundice 
or marked anemia, while another may have an en- 
larged spleen, anemia, and urobilinogenuria but no 
jaundice, and a third may have all of these. The 
enlargement of the spleen may be a work hyper- 
trophy. The jaundice is not an index of the gravity 
of the condition. 

The réle of the spleen in iron metabolism. Chevalier 
believes that the source of origin of the iron condi- 
tions its distribution in the body and its output. 
He therefore speaks of an ‘‘excretory tissue” and 
an “assimilative tissue.”” The skin, liver, and kid- 
ney epithelium he places in the first class and the 
macrophages or Kupfer cells of the spleen and liver, 
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the endothelial cells of the skin, and interstitial] 
perivascular cells in the second class. These he 
names “‘siderocytes.”” The spleen serves first as a 
storehouse for siderocytes and second to stimulate 
the activity of siderocytes in other organs of the 


ody. 

The regulating influence of the spleen on blood- 
producing organs. In some indirect way the spleen 
exerts a regulating influence on the blood-producing 
organs, steadying the factors which direct normal 
production and destruction. Stradomsky seems to 
have demonstrated that the spleen has a two-fold 
hormone action on the bone marrow, viz., an 
inhibiting action on the production of red corpuscles 
in the bone marrow, and a stimulating action in- 
creasing destruction of these cells. Normally, these 
two influences balance each other, but when the 
spleen hormone is abnormal or lacking, the bone 
marrow produces unlimited quantities of red cells 
and their quality deteriorates. The immediate 
increase of all cells after splenectomy suggests the 
removal of some factor that either restricts the 
production of white cells or destroys those that 
have passed their usefulness. 

The function of the spleen with regard to digestion. 
A definite pepsinogenic function of the spleen has 
not been demonstrated. The relation of the spleen 
to gastric secretion is probably merely vascular, the 
diminution in the amount of the juice secreted after 
splenectomy being attributable to a decrease in 
the gastric blood supply due to injury to the 
gastrosplenic circulation. 

Internal secretion. The hypothesis that the spleen 
produces an internal secretion is supported by: (1) 
the changes in the erythrocytes after splenectomy, 
(2) the modification of the blood picture in hyper- 
plasia of the spleen which, in some instances at least, 
is ameliorated by splenectomy, and (3) the specific 
effects on the red blood corpuscles of the injection 
of splenic extract. The chief function of the spleen 
is the removal from the circulation of the disin- 
tegrated erythrocytes; the splenic cells elaborate 
this material, producing an internal secretion from 
either the stroma or pigment portion. This internal 
secretion reduces the resistance of all the red blood 
corpuscles, the effect amounting to actual destruc- 
tion of the older cells. Finally this internal secretion, 
possibly after modification by the liver, stimulates 
the erythrogenic function of the bone marrow and 
is used up in the formation of new corpuscles. 

Detoxicating function. The spleen is derived from 
mesoblastic tissue and is probably concerned largely 
with the filtration of certain substances from the 
blood, the product of its activities being delivered 
to the liver through the splenic vein. 

The effects of splenectomy and compensation for 
splenic function. After splenectomy, the lymph 
glands of the greater curvature of the stomach and 
the omentum become hypertrophied and distinctly 
red, and new ones develop in the neighborhood of 
the extirpated spleen. Hyperplasia of the lymphatics 
also gradually develops, first in the vicinity of the 
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portal vessels and then inside the liver lobes. This 
hyperplasia is evidently a compensating process in 
the lymphatic elements in the depths of the liver 
and explains the increase in size of the liver which 
follows removal of the spleen. 

Physical diagnosis of the spleen. To estimate the 
size of the spleen accurately Chauffard draws a line 
from the middle of the axilla to the trochanter 
region, the arm being held above the head. This line 
serves as the base from which the ovoid spleen is 
palpated and percussed and its outline marked on 
the skin. A line is then drawn from the base line, 
axially, to the forward limit of the spleen. This axial 
line is bisected in the center by a line perpendicular 
to it. Measurement of these two lines gives the 
approximate size of the spleen. 


Stefani, A.: Experimental Research on the Im- 
portance of the Spleen in the Production of 
Agglutinins (Ricerche sperimentali sull’importan- 
za della milza nella produzione delle agglutinine). 
Sperimentale, 1922, 1xxvi, 361. 

The author’s investigations were made under the 
direction of Banti in the Institute of Pathological 
Anatomy in Florence. The experiments were made 
on normal and splenectomized rabbits. The typhoid 
bacillus was used as an antigen. The blood of the 
normal rabbits showed small quantities of agglutinins 
two days after the injection of the typhoid bacilli. 
These increased slowly for from twenty-four to 
forty-eight hours and then suddenly increased very 
rapidly so that the maximum was reached within 
two or three days. They then decreased for about 
twenty-five days until the agglutinating power was 
1:100. In splenectomized animals the curve of 
production of agglutinins followed that of the normal 
animals but the maximum peak was much lower 
and the minimum was reached in from fifteen to 
nineteen days instead of twenty-five days. 

W. A. BRENNAN. 


Krumbhaar, E. B., and Musser, J. H., Jr.: The 
Effect of Splenectomy on the Hzemopoietic 
System of Macacus Rhesus. Arch. Int. Med., 
1923, XXxi, 686. 

Because of the diversity of results reported follow- 
ing splenectomy in different animals, Krumbhaar 
and Musser thought it advisable to study some of 
the changes produced in the hemopoietic system 
of the monkey by removal of the spleen. The 
monkey was chosen because it is the animal most 
closely related to man. The animals and the condi- 
tions under which the blood study was done were 
standardized as closely as possible, and control 
monkeys were used in all of the experiments. The 
results are summarized as follows: 

1. In the monkey, splenectomy produces an 
anemia which is less than that produced in man or 
the dog. The resistance of the erythrocytes is in- 
creased and the number of reticulated erythrocytes 
is diminished. 

2. No signs of a blood crisis are found. 
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3. A slight increase in the total leucocyte count 
is associated with an absolute and relative increase 
in the polymorphonuclears and a decrease in the 
small lymphocytes. 

4. The monkey is resistant to toluylenediamine 
hemolysis. Sodium oleate is too toxic for profitable 
use as a hemolytic agent. 

5. At early periods after splenectomy, the bone 
marrow is slightly, if at all, hyperplastic, but by the 
fifth month cellular hyperplasia is marked and 
continues marked for many months. 

6. The visceral lymph nodes are more prominent 
after splenectomy. 

The authors draw the following conclusions: 

1. A transient post-splenectomy anemia results 
chiefly from lessened blood formation due perhaps 
to the loss, with the spleen, of a substance which 
normally stimulates the bone marrow. 

2. The persistent increased resistance of the eryth- 
rocytes is one of the most important results of 
splenectomy from the point of view of therapeutics. 

3. The changes in the bone marrow, the lymph 
nodes, and the stellate cells of the liver of splenec- 
tomized monkeys indicate that these tissues take 
over the spleen’s share in disposing of waste eryth- 
rocytes and their disintegration products. 

4. The different response of various animals to 
splenectomy is partly explained by the difference in 
the relative spleen- and body-weights in the various 
species. C. J. Graspet, M.D. 


Eppinger, H.: The Splenomegaly of Hepatic Cir- 
rhosis (Nuestra opinion sobre la esplenomegalia de 
oe cirrosis hepaticos). Semana méd., 1923, XXX, 

4. 

In many cases of cirrhosis with splenomegaly 
splenectomy is an extraordinarily beneficial oper- 
ation. As a rule such symptoms as icterus, pruritus, 
a hemorrhagic tendency, and anemia are favorably 
influenced and the improvement in the general con- 
dition may persist for a number of years. Therefore, 
splenectomy may cause a regression of certain 
symptoms which up to the present time have been 
attributed to hepatic conditions alone. Extirpation 
of the spleen ought to have a favorable influence 
also upon the changes in the liver, but while the 
cirrhotic process may be arrested, there can be no 
question of cure. W. A. BRENNAN. 


Cignozzi, O.: Malarial Splenomegaly and Its Com- 
plications (La splenomegalia malarica e le sue 
complicazioni). Policlin., Rome, 1923, Xxx, sez. 
chir., 57. 

Cignozzi reports his experience with splenomegaly 
during a period of twelve years. 

He believes that the treatment of the enlarged 
malarial spleen adherent in its normal situation 
should be medical, whatever the volume of the 
organ. Because of the efficacy of such treatment 
and because of the physiological importance of the 
spleen, the greatest caution should be exercised in 
recommending splenectomy. 
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Surgical treatment is usually rendered necessary, 
however, by the complications of the malarial en- 
larged spleen. These include spontaneous rupture 
of the spleen; rupture due to trauma; rupture 
caused by a penetrating wound; splenic, perisplenic, 
and subphrenic abscesses; parasitic cysts; chronic 
malarial enlargement of the ectopic spleen; ectopia 
of the spleen with latent chronic malarial infection; 
splenic infarcts and hematic cysts in the ectopic 
malarial spleen; necrosis in the ectopic spleen with 
acute torsion of the pedicle; and subacute and 
chronic torsion of the ectopic spleen. 

Cignozzi has observed seventeen cases of spleno- 
megaly with various complications of the types 
mentioned. Fifteen were treated operatively and 
two were not operated upon because of the patient’s 
serious condition. The operative mortality was 7 
per cent. W. A. BRENNAN. 


MISCELLANEOUS 


Beck, H. G.: Eventration of the Diaphragm: 
Report of an Instance and Discussion of the 
Clinical Aspects of the Anomaly. Ann. Clin. 
Med., 1923, i, 362. 

Prior to the introduction of roentgenology not a 
single case of eventration of the diaphragm which 
came to autopsy and was reported in the literature 
was diagnosed during life. 

The condition is rare, occurring in relation to 
diaphragmatic hernia in the ratio of about 1 to 37. 

Beck believes that although the symptoms may 
not appear until late, the condition is congenital. 
He bases this opinion on the fact that it occurs in 


the newborn and is frequently associated with 
other congenital defects. 
The chief diagnostic features are illustrated by a 


case report. W. E. SHAckLeton, M.D. 


Mann, A. T.: Diaphragmatic Hernia. 
Med., 1923, vi, 285. 

With the recent development of X-ray diagnosis, 
diaphragmatic hernie are found more frequently 
than formerly. In every case the attention of the 
diagnostician must be caught by some feature which 
indicates the need for a roentgenological examina- 
tion. Many excellent articles have been written 
recently on the subject because of the large number 
of traumatic diaphragmatic hernie which occurred 
during the war and because of the advance in 
diagnosis with the X-ray. 


Minnesota 
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The author reports two cases. The first was that 
of a man 30 years of age. The hernial sac contained 
the lower half of the stomach and almost the entire 
duodenum. The second case was complicated by 
active tuberculosis. Treatment of the complication 
has been recommended, and operation will be consid- 
ered later. 

The symptoms of diaphragmatic hernia vary 
according to the size of the hernia, the amount of 
constriction at the ring, and the organ or organs 
involved. They include reflex indigestion, ulcer 
of the stomach, and obstruction of the intestines, 
Sometimes there may be no symptoms. Pressure 
on the heart may cause tachycardia and dyspneea. 
In some cases there may be tympany or succussion 
where normal lung resonance should be present. 
The X-ray findings are usually conclusive. The 
arch of the diaphragm is clear and often higher 
than normal, and abdominal viscera protrude into 
the thorax. The hernia is usually located on the 
left side as the right side is protected by the liver. 

There are two methods of approach in the treat- 
ment of this lesion—through the chest and through 
the abdomen. The former permits a closer approach 
to the opening in the diaphragm and easier and more 
accurate suturing. Formerly, the artificial pneumo- 
thorax thus produced was greatly feared, but during 
the World War this was shown to be of little im- 
portance. 

Abdominal complications and adhesions indicate 
that the approach should be made by a high right 
rectus or midline incision. In certain cases in which 
adhesions may be extensive in both the thorax and 
the abdomen the combined thoracic and abdominal 
incision may be necessary. MERLE R. Hoon, M.D. 


Wilensky, A. O.: Drainage in Intra-Abdominal 
Infection. Ann. Surg., 1923, xxvii, 558. 


The author suggests that an immediate micro- 
scopic examination of the exudate present in intra- 
abdominal infections may serve as a basis for 
determining the necessity for drainage. A smear 
should be made of the exudate and stained by 
Gram’s method, the number of ‘organisms present 
being estimated by an examination of several fields. 

Of eleven cases in which a varying degree of in- 
flammatory exudate was present, ten showed no 
organisms, and one only an occasional organism. 
None of these cases was drained, and the postopera- 
tive course in all of them was uneventful. 

SuMNER L. Kocu, M.D. 
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GYNECOLOGY 


UTERUS 


Polak, J. O.: The Life History of the Double 
Uterus. N. York State J. M., 1923, xxiii, 107. 


The double uterus is the result of an arrested or 
faulty absorption of the septum between the two 
mullerian ducts. The two parts may be equal or 
unequal, and there may be a complete septum or 
mere vestiges of a septum between them. The 
following types are recognized: the uterus bicornis 
unicolis, the uterus bifidis, the uterus didelphys, and 
the uterus unicornis with a rudimentary horn. In 
the uterus didelphys the two component halves are 
completely separate but each has only one tube, 
ovary, and round ligament. The vagina may be 
either double or single. In the uterus bicornis the 
two halves are united to some extent at their lower 
ends. In the uterus unicornis there is an undeveloped 
horn attached to the main body at or just below 
the level of the internal os. 

There may be no symptoms to direct the attention 
of either the subject or the physician to the anomaly. 
Menstruation is seldom altered, though it may occur 
every two weeks, every month, or only once in 
every two months. Sterility is comparatively un- 
common. Miscarriage and premature labor are very 
common. Pregnancy may occur in one horn or in 
_ horns of the uterus, and superfetation is pos- 
sible. 

Labor is frequently normal, but many abdominal 
complications are reported. Obstruction or rupture 
may occur. The presentation is often abnormal; 
the transverse position is frequent. Abortion and 
postpartum bleeding are common. The double 
uterus is prone to infection as uterine drainage is 
always impaired. When pregnancy takes place in 
the rudimentary horn of a bicornate uterus condi- 
tions comparable to an ectopic pregnancy may be 
brought about. The syndrome is very constant and 
suggestive; viz., the usual signs of pregnancy with 
recurrent shooting pain through the affected side, 
persistent unilateral tenderness in the lower ab- 
domen, and an increasingly sensitive tumor. 

H. W. Fink, M.D. 


Boldt, H. J.: The Kielland Operation for Prolapsus 
Uteri. Surg., Gynec. & Obst., 1923, xxxvi, 742. 


_ Kielland asserts that in more than 150 cases sub- 
jected to his operation he has not seen one recurrence. 
The technique described has been used since 1911. 
Kielland’s modification refers principally to the 
treatment of the vaginal portion. This is not am- 
putated but is utilized to prevent recurrence. The 
exclusion of a recurrence depends, not upon a 
lifting, suspension, or fixation of the vaginal por- 
tion, which may be loosened by subsequent intra- 


abdominal pressure, but upon static factors. The 
position of the uterus is straight and parallel with 
the axis of the vagina. Intra-abdominal pressure 
acts on the posterior surface of the uterus and 
transversely to its long axis. Therefore it presses 
the uterus against the posterior vaginal wall rather 
than out of the vaginal outlet. 

Kielland claims that as no levator suture is used 
unless rectocele is present, the results prove that 
levator suturing is not necessary. 

Twelve illustrations show various points in the 
technique of this operation. C. H. Davis. 


Bell, W. B.: Intrinsic Dysmenorrheea. J. Obst. & 

Gynec. Brit. Emp., 1923, XXX, 119. 

By the term “intrinsic dysmenorrhoea” the 
author designates the pain which is due to some 
inherent abnormality in the structure of the organs 
of menstruation or the physiological processes 
connected with that function. The term “extrinsic 
dysmenorrhee” is used to denote the menstrual 
pain due to the presence of acquired pathologic 
lesions in or near the pelvic viscera. 

The pain in intrinsic dysmenorrhoea may be 
premenstrual or both premenstrual and _ intra- 
menstrual. Very rarely is it intermenstrual. 

Intrinsic dysmenorrhoea may be due to one of the 
following local causal factors: 

A. Morphological anomalies: 

1. Underdevelopment of the uterus: 

a. Underdeveloped uterus of normal shape. 

b. Underdeveloped uterus with or without 
underdeveloped ovaries, with a conical 
cervix and a pinhole os externum or a 
hypertrophied cervix. 

c. Underdeveloped uterus with acute flexion 
(cochleate uterus). 

2. Gross malformations: 

a. Divided uterus, due to imperfect fusion 
of the mullerian ducts. 

b. Atresia of the cervix or vagina with a 
single or divided cavity. 

c. Accessory occluded uterine cavities. 

B. Physiological anomalies: 

1. Intra-uterine clotting of menstrual blood 
with the expulsion of blood casts of the 
uterine cavity. 

2. Excessive exfoliation of the endometrium 
(membranous dysmenorrhcea) 

Harry W. Fink, M.D. 


Meaker, S. R.: The Practical Management of 
Dysmenorrheeas. Boston M.& S.J., 1923, clxxxviii, 
1000. 

From the clinical point of view there are un- 
doubtedly different types of dysmenorrhcea, and 
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some sort of grouping must be attempted before the 
problem can be handled. As a pathologic classifica- 
tion is inadequate in a condition which often pre- 
sents no anatomical pathology, a grouping by symp- 
toms offers the most satisfactory working basis. 

From the latter viewpoint cases of dysmenor- 
rhoea fall into two groups. In the first, which the 
author calls Group A, the clinical picture is as 
follows: 

The pain begins from twenty-four to forty-eight 
hours before the flow. It is frequently relieved as the 
flow becomes well established but may persist 
throughout the period. In character it is dull, 
dragging, and constant, and is felt throughout the 
lower abdomen. It is very often accompanied by 
backache and sometimes by pain in the thighs. 
Nausea, vomiting, and headache are frequent. The 
amount of the flow is sometimes normal, but often 
increased. Leucorrhcea and other intermenstrual 
pelvic symptoms are common. 

This will be recognized as the picture of chronic 
passive congestion of the pelvis, upon which each 
menstrual period superimposes an acute phase. 
Even the headaches and gastric symptoms, com- 
monly called reflex, may be due to congestion of 
the meninges and gastric mucosa resulting from 
an abnormal endocrine-sympathetic balance. This 
type of dysmenorrhcea is nearly always accompanied 
by definite pelvic pathology. The list of conditions 
commonly responsible includes pelvic inflammation 
in all its phases, chronic passive congestion from 
faulty sexual hygiene, fixed retroversion-flexion of 
the uterus, fibroid tumors, and occasionally severe 
chronic constipation. The onset of this type of 
dysmenorrhoea is usually subsequent to puberty, 
and coincides with the development of the under- 
lying abnormality. Cases in Group A form about 
Io per cent of virginal dysmenorrhceas. Among 
married women they are relatively much more com- 
mon; in general, a case of this type may be ex- 
pected to become worse rather than better after 
marriage. 

The clinical picture of Group B is very different. 
The pain begins approximately with the flow—at 
any rate, not more than an hour or two before or 
after. Ordinarily it lasts only a few hours. In 
character it is usually intermittent, spasmodic, and 
cramp-like, though occasionally it is described as a 
’ burning or boring pain; it is nearly always felt in 
the lower mid-abdomen over the uterus. Nausea 
and vomiting are fairly common, but headache is 
relatively uncommon. Marked weakness and general 
nervous irritability are often encountered. The 
amount of the flow is usually normal, but sometimes 
diminished. Intermenstrual pelvic symptoms are, 
as a rule, absent. 

This type of condition is best classified as a dis- 
ordered reflex. The painless, easy, rhythmic uterine 
contractions of normal menstruation are replaced 
by irregular, spasmodic, and painful contractions 
producing usually a typical cramp or colic, and 
occasionally a steady tenesmus-like pain. 
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The cause of a disturbed reflex may be located on 
the afferent sensory limb of the reflex arc, in the 
central nervous system, or on the efferent motor 
limb of the arc. Among dysmenorrhceas of Group 
B are cases in which the disturbance is in each of 
these localities, and on this basis Group B is divided 
into Subgroups, B1, B2, and B3. 

In Subgroup Br the reflex is upset by excessive 
sensory stimuli coming from the endometrium and 
evoking corresponding excess motor responses 
from the uterine muscle. Any endometrial condi- 
tion which produces local irritability may be responsi- 
ble—polyps, small submucous fibroids, or the so- 
called exfoliative endometritis which gives rise to 
membranous dysmenorrhcea. The symptoms of this 
subgroup is that of Group B in general plus a some- 
what increased menstrual flow containing clots or 
membrane and often an intermenstrual leucorrheea. 
Subgroup Br includes about ro per cent of virginal 
cases. 

In Subgroup B2 the reflex is overactive because 
of conditions in the central nervous system. The 
condition is characterized by a general nervous 
hypertension, of which the patient may or may 
not be conscious, and increased nervous irritability, 
a low threshold of stimulation, and a diminished re- 
sistance at the synapses. About 60 per cent of 


virginal cases belong to this group. Pelvic pathology — 


is absent. The development of this state is favored 
by the complex conditions under which the modern 
girl lives. The strenuous life, scholastic, industrial, 
or social, is the rule. When to this are added irregular 
hours, unbalanced diet, and lack of exercise, it is 
surprising that nervous instability in girls is not 
more common. Cases in this subgroup present the 
general symptoms of Group B. There is no sug- 
gestion of pelvic pathology. 

The remaining 20 per cent of virginal cases belong 
to Subgroup B3 in which the cause of the disturbed 
reflex action lies in the musculature of the uterus. 
The most frequent condition present in these cases 
is pelvic hypoplasia. 

This subgroup is to be distinguished by certain 
symptoms in addition to the usual ones of Group B. 
Pain of the steady burning or boring type located 
directly over the uterus is fairly common. The flow 
is apt to be diminished in quantity and irregular 
and interrupted. It may contain clots. ; 

The preliminary step in all cases of Group A is 
to remove, if they are present, two defects—iaulty 
sexual hygiene in the married and chronic constipa- 
tion. Both conditions are fruitful sources of pelvic 
congestion, and their adjustment will sometimes 
result in a permanent and complete cure of dys- 
menorrhoea of this type. 

A satisfactory régime for ordinary cases includes 
the following six items which are given in the order 
of their importance: (1) the enlisting of the patients 
interest and co-operation, (2) regularity of habit, 
(3) a large fluid intake, (4) diet, (5) abdominal 
exercise and massage, (6) small doses of liquid 
petrolatum at the beginning of treatment. 
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In Subgroup Br, as in Group B generally, a very 
useful palliative remedy is found in the benzy] esters, 
which relieve the cramp-like or colicky type of pain 
arising from the spasmodic contraction of smooth 
muscle. 

The radical cure of this type of dysmenorrhcea 
depends necessarily upon local treatment of the 
endometrium. The first step is an examination 
with dilatation of the cervix and thorough explora- 
tion of the uterine cavity. 

In Subgroup B2 benzyl benzoate serves very well 
as a palliative agent for the relief of the cramp-like 
pain. If the patient is definitely of the nervous type 
it is well to order 10 gr. of sodium bromide three 
times a day for a week before the period. When 
nausea and vomiting are conspicuous symptoms, 
good results are frequently given by corpus luteum, 
administered in 5-gr. doses three times a day during 
the premenstrual week. 

The keynote of treatment leading to a radical 
cure in Subgroup B2 is attention to the general 
health and hygiene. 

The element of suggestion is not to be overlooked. 
Many girls have been taught by the older generation 
to regard themselves as semi-invalids during the 
menstrual period, and in the course of time an ab- 
normal attitude develops which is mental more than 
physical. 

In Subgroup B3 the palliative action of benzyl 
benzoate may be tried. To give permanent relief 
in the type of case presenting hypoplasia of the 
uterus is a slow and sometimes a difficult matter. 
The usual treatment includes two items—pelvic 
exercises and endocrine therapy. The latter cannot 
be regarded as established on a scientific basis, but 
must be carried out empirically. 

C. H. Davis, M.D. 


Forsdike, S.: The Treatment of Severe and Persist- 
ent Uterine Hemorrhage by Radium, with a 
Report upon Forty-Five Cases. Proc. Roy. Soc. 
Med., Lond., 1923, xvi, Sect. Obst. & Gynzxc., 69. 


The methods advocated for the treatment of 
severe uterine hemorrhage are: (1) hysterectomy, 
(2) X-ray treatment, and (3) radium treatment. 
The analysis of a report of forty-five cases treated 
with radium tends to show that this is the method 
of choice. 

Of the forty-five patients, twenty-six had under- 
gone some form of operation or combination of 
operations, including dilatation and curettage, the 
removal of polypi, amputation of the cervix, and 
odphorectomy or salpingo-odphorectomy. Some of 
them had been curetted more than once. The rest 
had had medical treatment for variable periods or 
Were so anemic that any further effort at palliation 
Was contra-indicated. 

In all cases dilatation of the cervix and an ex- 
ploratory curettage were done and when the cervix 
and vagina were septic a preliminary cleansing 
treatment was given. In all cases the radium was 
placed in the uterine cavity and only the gamma 


ray was used. The vagina was packed with gauze 
moistened with liquid paraffin to support the radium 
and to keep the bladder and rectum away from the 
source of energy. To maintain the bladder in a 
flaccid condition a self-retaining catheter was intro- 
duced. In some cases it was necessary to stitch the 
vulva to support the vaginal plug. 

Three of the patients were between 20 and 26 
years of age, ten between 29 and 38, twenty-two 
between 39 and 50, and ten between 51 and 55. 

In the cases of patients between the ages of 20 and 
26, 50 mgm. of radium were used for five hours. 
In the others, 100 mgm. were employed for twenty- 
four hours. Forsdike believes that too mgm. is an 
unnecessarily large quantity as in some later cases 
75 mgm. had the desired effect. 

After the treatment there was no further loss of 
blood in ten cases, one period in seventeen, two in 
eleven, and three in four. In five cases a second 
treatment was necessary. In three of these there 
was little doubt that the first exposure would suffice, 
but the patients were so thoroughly frightened by 
two prolonged shows following the first exposure 
that it was considered advisable to comply with 
their demands. In only two of the five cases was 
anesthesia necessary. 

The only contra-indication is a previous pelvic 
inflammation. This is a very real danger as the pelvis 
may become filled with an inflammatory tumor rising 
into the abdomen, the nucleus of which is an abscess 
deeply seated in the pelvis and nearly impossible 
to deal with. 

The author’s conclusions are as follows: 

Radium treatment is the method of choice in all 
uncomplicated cases of severe and persistent hamor- 
rhage due to chronic metritis. Inflammatory disease 
of the tubes and ovaries constitutes the sole contra- 
indication. 

As a rule the radium menopause is not accom- 
panied by any symptoms attributable to action upon 
the ovaries. 

Radium treatment causes the least disturbance of 
the patient’s economic life. C. H. Davis, M.D. 


Daels, F.: Histologic Pictures Representing the 
Cure of Uterine Basocellular Epithelioma. 
Arch. Radiol. & Electrotherapy, 1923, xxviii, 1. 


In proportion to the intensity of the action of the 
irradiation upon the cancer cells of the uterine 
basal-cell epithelium the following phenomena, 
which are not found in cases of spontaneous degen- 
eration, are observed: 

1. Massive and rapid karyorrhexis of the cancer 
cells without intervention on the part of the blood 
cells or profound degeneration of the normal tissues. 

2. Progressive necrosis caused by pycnosis or 
achromatosis with eosinophilia or vacuolization of 
the protoplasm and phagocytosis by polynuclear 
blood cells. This well-marked phenomenon is here 
especially characteristic of the action of irradiation. 

3. The transformation of the cancer cells into 
giant cells and giant nuclei, an alteration which 
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may lead to necrosis with invasion by polynuclear 
leucocytes or to gradual atrophy with fatty degen- 
eration of the protoplasm and disappearance of 
those elements without the participation of leu- 
cocytes in the process. 

Irradiation, especially radium irradiation, first 
affects the nucleus, causing actual rupture compar- 
able to its effect on the lymphocytes, or the destruc- 
tion of the nucleus which is sometimes combined 
with eosinophilia or the megakarocytic-shaped 
degeneration which seems to result from nuclear 
fusion due to loss of karyokinetic power. 

The author’s observations lead him to the con- 
clusion that the polynuclear leucocytes occur only 
in association with spontaneous degeneration or 
radiotherapeutic transformation of the basal-cell 
epithelioma as a consequence of incidental infec- 
tions or the necrosis of cancer cells, and that they 
do not take an active part in the elective regression 
proper. It must be admitted also that the con- 
nective tissue has no active participation in the 
regression proper and that effective reaction against 
the cancer proliferation or its agent must be 
ascribed to the infiltration of lymphocytes. 

4. The appearance of giant cells without the 
characteristics of malignant tissue, sometimes with a 
distinct follicular shape, and the appearance of true 
histologic follicles following radium irradiation of 
cancer alveoli suggest that a substance is liberated 
to which the body reacts by lymphocytic infiltration 
and the formation of giant cells. In this connection 
the histologic findings noted upon the healing of the 
follicle induced by the experimental injection of 
killed Koch bacilli should be borne in mind, namely, 
the formation of giant cells, fusion of the nuclei, 
the formation of megacaryocyte elements, and 
progressive liberation and atrophy of those mega- 
caryocytes. These phenomena greatly resemble 
those observed in cancer regression. 

The article is supplemented by twenty-two 
photomicrographs. C. H. Davis, M.D. 


Martzloff, K. H.: Carcinoma of the Cervix Uteri: 
A Pathological and Clinical Study with Par- 
ticular Reference to the Relative Malignancy 
of the Neoplastic Process as Indicated by the 
Predominant Type of Cancer. Bull. Johns 
Hopkins Hosp., Balt., 1923, xxxiv, 141, 184. 

The cells seen in epidermoid cancer of the cervix 
fall morphologically into three large groups: tran- 
sitional, fat spindle-cell, and spinal-cell groups. 

In the cases reviewed the vaginal mucosa was 
involved in over 50 per cent, irrespective of the 
extent of the cervical involvement. 

Secondary involvement of the corpus uteri in 
cervical cancer occurred in 41.3 per cent of the cases 
in which the entire length of the cervix was involved. 

One-third of all the patients seen during the first 
six months of symptomatic disease, with the ex- 
ception of those suffering from the spinal-cell type 
of cancer, had extension of the neoplastic process to 
the broad ligament. 
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Less than ro per cent of the patients with broad- 
ligament involvement lived more than one year 
after operation. 

The first symptom of the disease in almost 85 
per cent of the cases studied was unusual vaginal 
bleeding, and in 97 per cent some form of unusual 
vaginal discharge (either bleeding or leucorrhcea) 
was the primary symptom. 

Of all the cancers in the series 52.1 per cent 
occurred between the ages of 36 and 50 years inclu- 
sive. 

Of the patients between 31 and 35 years of age, 
inclusive, 18.6 per cent are living and well today, 
This is the highest “‘cure” incidence for any five- 
year age period in this study. 

Of these patients 5.4 per cent gave a history 
denying pregnancy at any time and any form of 
vaginal instrumentation. 

In 58.8 per cent of the patients operated upon who 
showed broad-ligament induration on physical ex- 
amination, this finding signified carcinomatous ex- 
tension. 

The incidence of “cures” was almost twice as 
high in the cases treated by abdominal panhysterec- 
tomy as in those in which a vaginal panhysterec- 
tomy was performed. 

The total operability of the cases in this study 
was 46.5 per cent. 

The total operative mortality was 14.2 per cent. 
The operative mortality in the Johns Hopkins 
Clinic at the present time is between 6 and 7 per 
cent. 

Preliminary curettage performed several days prior 
to the radical operation for cancer was the proce- 
dure employed for 36.8 per cent of the patients who 
are now living and in good health. From this it 
may be concluded that a diagnostic curettage not im- 
mediately followed by a radical operation for extir- 
pation of the malignant process does not by any 
means render the prognosis hopeless. 

The transitional and fat spindle-cell types of 
cancer frequently become inoperable early in the 
disease, and the spinal-cell type and adenocarcino- 
mata before the fifth month. 

Eighteen and seven-tenths per cent of the patients 
operated upon and traced are living and well today. 

So-called “five-year cures’? were obtained in 
26.6 per cent of the cases. . 

In this study there was no epidermoid cancer of 
the cervix conforming to basal-cell cancer of the skin 
in regard to its apparent lack of malignancy. 

The histomorphology of the predominant types of 
cells in epidermoid cancer of the cervix is important 
in that it indicates the relative malignancy of a 
given tumor. In this study the spinal-cell type of 
cancer proved to be the least malignant. The tran- 
sitional-cell type was next in order of increasing 
malignancy and the fat spindle-cell type the most 
malignant of all. 

In malignancy the adenocarcinoma falls in be- 
tween the spinal-cell and transitional-cell groups of 
epidermoid cancer. 
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Epithelial pearls are of significance only when they 
are associated with cancers of the spinal-cell type. 
They then appear to indicate a lessened malignancy 
of the cervical new growth. 

This very careful analysis of 387 cases of car- 
cinoma in the wards of the Johns Hopkins Hospital 
prior to 1920 is summarized in fourteen tables. The 
article contains also ten photomicrographs. 

C. H. Davis, M.D. 


Polak, J. O., and Phelan, G. W.: What Constitutes 
the Surgical Cervix? Am. J. Obst. & Gynec., 1923, 
v, 640. 

The pathologic significance of a tear is not so 
much its extent as the changes resulting from infec- 
tion caused by the invasion of bacteria from the 
vagina, the associated subinvolution, and the pas- 
sive hyperemia due to the fact that the heavy 
uterus is always out of the plane of the circulatory 
equilibrium. 

More than half of all cervical injuries present 
none of these pathologic changes, except perhaps a 
papillary erosion. The so-called erosion is not an 
indication for surgery unless it is on the lips of an 
everted, hyperplastic, indurated cervix. 

The authors classify cases into those with: (1) 
erosion and gland infection without loss of tissue; 
(2) tears with considerable loss of tissue; (3) cer- 
vical hypertrophy and hyperplasia with induration; 
(4) cystic degeneration; (5) deep bilateral tears with 
erosion; and (6) stellate or multiple lacerations. 

In cases of hypertrophy (intravaginal infection), 
cystic changes with surrounding hyperplasia, and 
operation for prolapse in a woman who has passed 
the menopause, trachelectomy is necessary. 

Whenever possible, trachelectomy should be 
avoided during the child-bearing period as it pre- 
disposes to abortion in subsequent pregnancies. 
Tracheloplasty has not the same effect on pregnancy 
and is not so often a cause of premature labor and 
dystocia during delivery. 

The ordinary erosion will usually yield to appli- 
cations of the actual cautery to destroy the excessive 
lymphoid growth. 

Cases of chronic infection of the glandular struc- 
tures penetrating to a considerable depth the 
authors treat by the intracervical application of 25 
mgm. of radium in capsules for short exposures. 

Proper preliminary treatment carried out over a 
period of weeks before operation will often so im- 
prove the local condition, rid the cervix of its 
cedema, destroy cysts, and cure the infection as to 
render trachelorrhaphy possible, whereas if no pre- 
liminary treatment is given amputation of the 
cervix may be necessary. It is because of the lack 
of such preliminary treatment that many cervical 
operations fail to cure the glandular infections and 
the associated parametritis. 

Tracheloplasty has cured sterility due to excessive 
cervical hypertrophy or abnormal cervical discharge. 

In a certain percentage of cases tracheloplasty 
and amputation of the cervix have been followed 


by pregnancy. In some instances the pregnancy 
resulted in abortion or premature delivery, but in 
others was terminated by labor at term. 

In 50 per cent of the cases of surgical conditions 
of the cervix operation will not cure the leucorrhcea 
unless a long course of preliminary local treatment 
is given. 

Only a relatively small number of cases of ster- 
ility are cured by surgical treatment of the cervix. 
Therefore operation should be done only after a 
Huhner and a Rubin test have shown that the cause 
lies in the biochemical changes in the cervical dis- 
charge. Epwarp L. Cornett, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Marcus, M.: The Radiation of Pain in Lesions of 
the Fallopian Tube. Brit. M.J., 1923, i, 185. 


While the physical signs of disease of the fallopian 
tube have been minutely described, it is of impor- 
tance to differentiate more clearly between the 
subjective symptoms of this condition and those of 
local peritonitis in the same region. Disease of the 
tube is evidenced by pain referred to the skin over 
the area supplied by the spinal segments from which 
its innervation is derived. According to Head, 
these segments are the eleventh and twelfth dorsal 
and the first lumbar, but sometimes the area is 
wider. Pain over the skin area of the loin, in the 
iliac fossa, and passing down the anterior surface of 
the thigh to the knee is a localization sign of consid- 
erable value. 

The author cites six cases in which there was pain 
in the iliac fossa and on the anterior surface of the 
thigh. This localization of skin hyperesthesia 
suggests that the tube is represented in the spinal 
cord by the eleventh and twelfth dorsal and the 
first three lumbar segments. V. E. DupMan, M.D. 


Nattrass, J. H.: Autoplastic Ovarian Transplanta- 
tion. Brit. M. J., 1923, i, 1051. 


The following case report is of interest because 
the patient has been under observation for thirteen 
years after the operation for transplantation of the 
ovaries and a macroscopic and microscopic examina- 
tion of the transplanted glands was made nine and 
one-half years later. 

In 1911, a caesarean section was performed on 
the patient, then 17 years of age, for the delivery of 
a 6-lb. baby. This operation was necessitated by 
tuberculosis of the hip. To prevent further con- 
ception, the ovaries were transplanted into the 
anterior abdominal wall. 

Subsequently, because of the strenuous use of 
crutches, a ventral hernia developed in the upper 
part of the scar. In 1920, a fit of coughing caused 
pain and swelling at the site of the hernia and a 
diagnosis of irreducible strangulated hernia was 
made. At operation for the hernia the transplanted 
ovaries were inspected and a small piece was removed 
for examination. The ovaries were firmly adherent 
to the surrounding tissues, and graafian follicles 
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could be seen and felt. When these were pricked 
with a knife, liquor folliculi escaped. Microscopic 
examination showed normal ovarian tissue with a 
rich blood supply. 

The patient has menstruated regularly and her 
sexual life has been normal. During menstruation 
the ovaries are slightly tender. 

I. Epwarp BisHkow, M.D. 


MISCELLANEOUS 


Berger, K.: The End-Results of the X-Ray Treat- 
ment of Cancer at the Freiburg University 
Gynecological Clinic, 1913-1916 (Dauererfolge 
der Strahlentherapie des Krebses an der Freiburger 
Universitaetsfrauenklinik von 1913-1916). Sirahlen- 
therapie, 1922, xiv, 440. 

This article is a review of the results obtained in 
the cases of carcinoma radiated by Kroenig in the 
period from December, 1912, to December, 1916, and 
is a supplementary report to the review by Mueller- 
Carioba on the results obtained by Kroenig in cases 
of carcinoma treated surgically. 

The maximum incidence of carcinoma of the 
breast falls between the fortieth and forty-fifth 
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years of age, and that of carcinoma of the cervix 
of the uterus between the fiftieth and fifty-fifth 
years. The average age at which carcinoma of the 
breast develops is 53.4 years, while that of carcinoma 
of the fundus of the uterus is 52.7 years and that of 
carcinoma of the cervix 51.6 years. 

Of fifty-six carcinomata of the breast treated by 
radiation, eight remained cured at the end of five 
years. The average length of life was thirty-five and 
three-tenths months after the beginning of the clisease 
and twenty-eight months after the beginning of 
treatment. 

Of eighteen cases of carcinoma of the fundus of the 
uterus, six remained cured at the end of five years, 
The average length of life after the beginning of the 
disease was thirty-eight and six-tenths months, and 
after the beginning of treatment, thirty and nine- 
tenths months. 

Of seventy-six cases of carcinoma of the cervix, six 
remained cured after five years. The average length 
of life after the beginning of the disease was t wenty- 
one and four-tenths months, and after the beginning 
of treatment, sixteen months. 

These cases represented all stages of the disease. 

SIEGEL (Z). 
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PREGNANCY AND ITS COMPLICATIONS 


Day, H. F.: Diet During Pregnancy. Boston M. & 
S.J., 1923, Clxxxviii, 904. 

In order to regulate the weight of the mother and 
baby and to control such symptoms as nausea, 
vomiting, constipation, and hyperacidity, the term 
of pregnancy is divided into trimesters and a suit- 
able diet is offered for each period. 

In the first period the mother’s general nutrition 
is most important on account of the frequent morn- 
ing sickness. Calcium deficiency during this period 
may be the cause of miscarriage. 

The second period is usually one of normal 
metabolism, but here again the calcium supply must 
be watched because of the deficiency produced by 
the calcification of the child’s teeth. 

The third period is the period of rapid growth of 
the fetus and inactivity of the mother due to the 
increased size and weight of the uterus. 

First considered in the diet are the vitamines: 
(1) fat-soluble A; (2) water-soluble B; (3) water- 
soluble C; and (4) D or X, which is essential to 
reproduction. Next, are the minerals, iron, calcium, 
and phosphorus, and then the carbohydrates, pro- 
teins, and fats. 

Twenty-five cases are cited in which the average 
weight gain during pregnancy was 14.2 lbs. instead 
of the usual 20 lbs. 

The article is concluded with a very comprehen- 
sive list of foods showing the amount of protein 
and minerals in each portion and a number of well- 
balanced menus suitable for each period of preg- 
nancy. B. M.D. 


Williams, P. F.: Pregnancy and Labor in Very 
Young and Elderly Primiparz. Alflantic M. J., 
1923, XXvi, 456. 

From this study it appears that adolescents are 
able to stand the strain of pregnancy, labor, and 
lactation as well as older women. They seem to 
bear well the brunt of the enormous physical and 
mental changes of pregnancy and, in many in- 
stances, even while earning their livelihood and con- 
cealing their condition. The pelves of these girls 
reflect to a certain degree their immaturity and 
perhaps, in some instances, their lack of proper 
nutrition and care in the formative stage. Their 
labors fall well within the normal limits of time. 
The power of expulsion is apparently as well de- 
veloped as in older women. 

The average weight of the infants is somewhat 
below normal, although variations above that level 
are sometimes remarkably high. Pregnancy is of 
normal length and but little assistance is necessary 
at term. The puerperium is noticeably uneventful. 
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The youthful mamme functionate normally, and 
in the majority of cases the breast-fed infants do 
well while under observation. 
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Similarly the cases of four elderly primipare which 


were observed by the author refuted the belief that 
reproduction in the extremely old primipara is 
fraught with difficulty and danger. 


C. H. Davis, M.D. 


Turck, F. B.: The Pathologic Reaction of Tissue 


Extract (Cytost) Liberated in Pregnancy. Am. 
J. Obst. & Gynec., 1923, V, 139. 

It has long been known to biologists that a 
toxemia from disintegrating tissue occurs during 
pregnancy and to a less extent during the menstrual 
periods, adolescence, and the climacteric. In preg- 
nancy both the mother and fetus are affected. The 
toxin is specific to the species. 

The specific antitoxin for this tissue toxin has also 
been known for some time and has been used to 
produce immunity. 

The findings of the author’s experiments taken in 
conjunction with those of hundreds of others of 
similar character has led Turck to the conclusion 
that he has demonstrated that low concentration of 
homologous cytost stimulates cell mitosis and metab- 
olism. Further, that it directly affects the germ 
plasma cell and thus determines congenital condi- 
tions and heredity. 

High concentration of homologous cytost produces 
the opposite or retrograde effect on the cell, causing 
degeneration metabolism of the germ plasma cell. 

The results of numerous experiments are recorded. 
E. L. Cornett, M.D. 


Douay, E., and Rochat, R.: The Diagnosis of Tubal 
Pregnancy, Cornual Pregnancy (Sur le diagnostic 
de la grossesse tubaire, la grossesse angulaire). 
Gynéc. et obst., 1923, vii, 216. 

Tubal pregnancy is rarely diagnosed until the 
appearance of complications. 

Many cases diagnosed as tubal pregnancies are 
in reality cornual pregnancies. If the ovum becomes 
attached to the uterine mucosa at one of the horns, 
it is very apt to atrophy, develop irregularly, or 
become cast off and expelled. In a cornual preg- 
nancy the uterus is not enlarged evenly. The af- 
fected horn is soft and distended. Hegar’s sign is 
absent, but at the base of the gravid horn there is 
a soft band which gives the horn an independent 
motion relative to the uterus. Bar calls this the 
superior sign of Hegar. 

Bimanual examination gives the impression of a 
double swelling. One swelling is the uterus, which 
is somewhat larger than an empty uterus, and the 
other is the gravid horn. The gravid horn is softer 
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than the uterus except during contraction, when it 
may be harder than the uterine fundus. After the 
eleventh week the uterus gradually assumes the 
form noted in a normal pregnancy. 

Cornual pregnancy is usually associated with uni- 
lateral pain in the lower abdomen, and frequently 
with a slight amount of irregular bleeding which 
often leads to error in diagnosis. 

The authors report three cases to show how easy 
it is to confuse cornual with tubal pregnancy. 

In order to diagnose lateral flexion of the gravid 
uterus the patient is placed in the Trendelenburg 
position. In cornual pregnancy the enlargement is 
often antero-lateral, while in tubal pregnancy it is 
usually posterior and often in the pouch of Douglas. 
In cornual pregnancy the broad ligaments will be 
felt beyond the uterus. 

Interstitial pregnancy is a pathologic rarity which 
cannot be differentiated clinically from cornual preg- 
nancy before rupture. The usual course of the for- 
mer is toward rupture, while that of the latter is 
toward normalcy. 

When the diagnosis is doubtful as to whether the 
pregnancy is in the tube, the uterine wall, or the 
horn, the best procedure is to keep the patient 
under observation. If this is impossible, it is safer 
to make an exploratory laparotomy. 

RoscoE Jepson, M.D. 


Hayd, H. E., and Potter, I. W.: The Symptoms and 
Signs of Extra-Uterine Pregnancy At or Near 
Term, with a Report of Two Cases and the 
Treatment of Late Ectopic Gestation, Together 
with a Review of the Literature and Recorded 
Cases. Am. J. Obst. & Gynec., 1923, v, 601. 


In the first case reported both the mother and 
infant died. No operation was performed. The 
ectopic pregnancy was disclosed at autopsy. The 
second patient was operated upon and both the 
mother and baby are living and well. 

In these two cases there were none of the signs of 
violent rupture of the tube at the sixth, eighth, or 
tenth week. The women had not lost blood in the 
early weeks to make them doubt that they were 
pregnant and their condition was much the same 
as that in the early months of intra-uterine gesta- 
tion. They continued to be about until the adhe- 
sions which had formed between the bowels and the 
fetal envelope caused the sudden and alarming 
symptoms of partial or complete obstruction. In 
pregnant women who have not been subjected to a 
previous intraperitoneal operation, obstruction of 
the bowel is very rare because the pregnant uterine 
body is smooth and freely movable and, when lifted 
up, adjusts itself to the distending influences of 
bladder and bowels in its progressive development. 

In neither of the cases reported were the attend- 
ants impressed by the loud heart sounds and their 
more superficial character, by the fact that the baby 
lay to one side, by the fact that the extremities were 
more palpable than usual, or by other signs and 
symptoms given in the classical description of this 


condition. On vaginal examination they felt g 
cervix harder in consistency and outline than was 
to be expected in a uterus at term, and the resistance 
to the examining finger of a hard body suggesting 
a small fibroid tumor low down in the pelvic outlet. 
Therefore a diagnosis of fibroid tumor complicating 
pregnancy was made and operation was advised, 

Extra-uterine fetation usually calls for surgical 
relief as soon as possible, whether the embryo is 
viable or not. If the pregnancy has passed beyond 
the seventh month, however, the surgeon may wait 
until the baby is stronger, provided the patient is in 
good condition and can be kept under close ob- 
servation. 

If the mass can be tied off at both ends, an 
attempt should be made to remove the sac and 
placenta. This may be possible if the preg- 
nancy is tubal or tubo-ovarian. If there be much 
oozing or bleeding, the sac should be packed with 
5 per cent iodoform gauze and the placenta left in 
situ or the sac sewed to the abdominal wall, in which 
case very great caution must be exercised not to dis- 
turb the placenta by pulling or tugging on it until 
it is free in the sac cavity. 

The article is concluded with a record of sixty-two 
authentic cases in which an extra-uterine child was 
born alive and lived thirty days or longer and the 
mother also survived. Epwarp L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Arnold, J. O.: Do Present-Day Efforts Toward the 
Elimination of the Second Stage of Labor 
Constitute a Forward Step in Practical Ob- 
stetrics? Therap. Gaz., 1923, 3S. xxxix, 396. 


The author routinely gives morphine and hyoscine 
in repeated doses during the entire first stage, which 
prolongs the time of cervical dilatation but de- 
creases trauma to the cervix. He then decides upon 
the method of delivery—whether it shall be vaginal 
or abdominal. Vaginal delivery may be effected by 
forceps or Potter version. ¢ 

The advantages of the surgical delivery are the 
removal of the dread of future pregnancies and the 
conservation of physical strength by preventing 
exhaustion, trauma, and shock. 

B. Campsett, M.D. 


Drosin, L.: A Discussion of the Factors Influencing 
Breech, Cephalic, and Transverse Presentation. 
Internat. J. Surg., 1923, xxxvi, 205. 


Normal presentation is cephalic because the 
ovum is usually implanted in the upper segment of 
the uterus and the cord is attached to the lower 
portion of the fetal abdomen, tending to suspend 
the fetal head downward. ‘ 

The basis of abnormal presentations is the law ol 
flotation. According to this law, a solid body 
immersed in a liquid fulfills one of three conditions 
according to whether its weight is less than. equal 
to, or greater than that of the displaced fluid. This 
law operates when the fetus and cord are tov long 
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for suspension and the fetus floats and rises to the 
upper limits of the uterus with its lighter extremity 
or breech at the top and its heavier extremity, the 
head, at the bottom. Then, according to the law 
of hydrostatics, the pressure at the lower uterine 
segment becomes greater than that in the fundus, 
and by uterine contractions and fetal movements 
the fetal head is forced up and the breech down. 

Failure of absorption of the amniotic fluid, which 
is probably the cause of hydramnios, predisposes to 
abnormal presentations, as do also a large fetal 
head and a narrow pelvis. 

B. Campse tt, M.D. 


Cameron, S. J.: The Technique of Czsarean 
Section. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Obst. & Gynec., 50. 

Whitehouse, B., and Featherstone, H.: A Note on 
Two Cases of Cesarean Section under Spinal 
Anesthesia with Tropacocaine. Proc. Roy. Soc. 
Med., Lond., 1923, xvi, Sect. Obst. & Gynec., 55. 


Cameron describes the technique used in 107 
cases of casarean section in which there was only 
one death. All of the women were rachitic. The 
incision was made through the rectus sheath on the 
right side and gauze was packed between the uterus 
and the parietal peritoneum. When the uterus had 
been opened the child was delivered as a breech. 
The uterus was then drawn through the wound and 
laid on the abdominal wall, where it was turned 
inside out so that the membranes were expelled. 
It was then closed with three sutures of silk which 
were passed through all but the inner layer and super- 
imposed with interrupted catgut sutures. Cameron 
never operates when the’ membranes have been rup- 
tured for .more than twelve hours or repeated 
vaginal examinations have been made. 

Whitehouse and Featherstone report two cases 
of cesarean section performed under spinal anes- 
thesia with favorable results. The anesthetic was 
tropacocaine in 5 per cent solution. The infants 
were in good condition and the tone of the uterus 
was preserved. One of the women was a diabetic 
and the other had placenta previa. Both of these 
patients made an uneventful recovery. 

H. W. Frvx, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Watson, B. P.: The Treatment of Puerperal In- 
fections. Edinburgh M. J., 1923, n.s. xxx, Sect. 
Edinburgh Obst. Soc., 68. 


Recent experience in the treatment of septic 
wounds has shown that the most important factor 
is free drainage, and the fewer the antiseptics used 
and the less the interference the better. In the 
infected uterus the cervical canal always remains 
patulous and drainage is assured. It may be helped 
by placing the patient in the Fowler position and by 
administering ergot, pituitrin, and quinine. The 
application of an ice-bag to the abdomen will 
telieve any pain that may be present and reduce 


fever. A free liquid diet should be given, the bowels 
should be kept open but not severely purged, and if 
possible the patient should be kept in the open air. 
Blood cultures should be made at intervals. If there 
is accumulation of foetid discharges in the vagina a 
gentle vaginal douche may be given. 

The great majority of puerperal infections will 
yield to this type of treatment. If extension takes 
place it will become evident in the course of a day 
or two. A cellulitis should be evident to bimanual 
palpation in three or four days; a pus tube a little 
later. As a rule a cellulitis will resolve in a few 
weeks. In a few cases, however, suppuration will 
occur and the pus must be evacuated through the 
vagina or extraperitoneally through the abdominal 
wall. In cases of pus tube, removal should be delayed, 
if possible, until the temperature has reached and 
remained normal for some time. If the temperature 
remains high and the patient’s general condition is 
deteriorating, the pus may be evacuated through an 
incision in the posterior fornix, the tube being re- 
moved at a later date if necessary. If there is evi- 
dence of peritonitis, an incision may be made in the 
posterior fornix and drainage established. 

Thrombophlebitis is evidenced by wide excursions 
of temperature, repeated chills, and the palpation 
of thickening on one or both sides of the uterus. 
Such cases may be dealt with by ligation of the 
ovarian or common iliac veins. This somewhat 
heroic treatment has been carried out by many 
operators with surprisingly good results. If there is 
evidence of local abscess formation in the uterine 
wall, hysterectomy may be performed. 

What has been said regarding the treatment of 
puerperal infections occurring after a full-time 
delivery applies equally to those arising after com- 
plete or incomplete abortion. When abortion is 
followed by fever, curettage of the uterus and intra- 
uterine manipulation are contra-indicated unless 
there is severe hemorrhage. If the abortion is in- 
complete and a mass is felt projecting through and 
blocking the cervical canal, the mass may be very 
gently removed. 

If after the temperature has been normal for 
several days the persistence of bleeding and the 
patulous condition of the cervix indicate that the 
abortion is still incomplete, gentle curetting may be 
carried out. Even after this length of time the 
temperature will usually rise after the operation, 
and not infrequently there will be a rigor indicating 
a blood invasion. In most cases, however, this will 
be only temporary. C. H. Davis, M.D. 


NEWBORN 


Cruickshank, J. N.: The Hemorrhages of the New- 
born. Lancet, 1923, cciv, 836. 

From the findings at a maternity hospital the 
impression is gained that the presence of asphyxial 
congestion is the essential element in the production 
of hemorrhage, that the increase of this congestion 
by the pressure of the maternal passages is the next 
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most important element, and that injuries due to 
abnormalities of presentation or operative inter- 
ference are third in etiological importance. 

The incidence of hemorrhage in 200 mature and 
premature infants studied by Kennedy and the 
author is shown in Table I 


TABLE I.—THE INCIDENCE OF THE VARIOUS GRADES OF 
HZMORRHAGE IN 200 MATURE AND 200 PREMATURE 


INFANTS 
Mature Premature 
Lesion Percent Per cent 


Hemorrhage—all grades 

Capillary oozings or petechie only 

Gross hemorrhage 

Gross intracranial hemorrhage 

Gross intracranial hemorrhage and vis- 
ceral hemorrhage 

Visceral hemorrhage without intracra- 
nial hemorrhage 

Intracranial hemorrhage alone 

No hemorrhage 

Tentorial tears 


In comparing the incidence of hemorrhage in the 
group of mature cases with that in the group of 
premature cases the most striking difference is that, 
while only 20 per cent of the mature infants were 
free from hemorrhage, practically 35 per cent of the 
premature infants escaped. The percentage incidence 
of most of the types of hemorrhage was lower in the 
premature group than in the mature group by a 
fairly constant amount, but the incidence of men- 
ingeal hemorrhage was the same in both. 

From these two series of cases it is evident that 
two main types of lesion can be distinguished. The 
most common—hzmorrhage—occurs in about 70 
per cent of all the cases, and is distinctly more 
common in the mature fetus (80 per cent) than in 
the premature (66.5 per cent). The other type of 
lesion, intracranial injury, occurs much less fre- 
quently, being found in not more than 20 per cent 
of infants. Like the hemorrhages, this shows a 
greater incidence in the mature than in the pre- 
mature fetus. 

From the finding of hemorrhages in infants 
which had died during the first few days of life from 
a cause other than hemorrhage it is clear that 


at least the lesser degrees of birth hemorrhage are 
not necessarily fatal. What effect, if any, they have 
on subsequent health and development is a question 
beyond the scope of the present study. 

In the cases reviewed it was noted that a large 
proportion of the infants showing tentorial tears 
were delivered by the breech. This fact tends to 
confirm the prevalent opinion that the after-coming 
head is particularly prone to suffer lesions of the 
dural structure during its comparatively rapid 
delivery. The influence of operative measures— 
particularly of version—is shown by the number of 
premature infants with tentorial tears whose de- 
livery was so complicated. 


TABLE II.—THE INCIDENCE OF STILL-BIRTH IN RELATION 
TO THE VARIOUS GRADES OF HEMORRHAGE IN 200 
MATURE AND 200 PREMATURE INFANTS 

Mature Premature 
Lesion Percent Percent 

Capillary oozing or petechiz 

Intracranial hemorrhage alone 

Intracranial and visceral hemorrhage. . 

Visceral hemorrhage alone 

No hemorrhage 

Tentorial tears 


The incidence of stillbirth in the various groups 
of mature and premature infants shows a difference 
of 25 per cent in the rate in cases with capillary 
oozings and petechie only. A similar variation—20 
per cent—was noted in the rate in cases showing 
meningeal hemorrhage alone. The third, and per- 
haps the most striking, point was the 20 per cent 
excess of stillbirths among the premature infants 
with meningeal and visceral hemorrhages over the 
stillbirths in the corresponding group of mature 
infants. 

From the examination of these figures it is evident 
that many infants with extensive birth hemorrhages 
are born alive and survive. In a number of the cases 
investigated death occurred from some quite inde- 
pendent condition such as bronchopneumonia and 
nephritis, and it is probable that but for the inter- 
vention of such a disease, the child would have 
survived beyond the period of infancy. 

C. H. Davis, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Eisendrath, D. N.: Double Kidney. Amn. Surg., 1923, 
Ixxvii, 450, 531. 

The author defines the term “double kidney,” gives 
a number of drawings of different reported cases of 
this anomaly, discusses its frequency and the mor- 
phology of the kidney and ureter, takes up some of 
the clinical aspects of this condition, and appends 
four tables showing the method of treatment and 
the results reached in the management of the eighty 
cases of this condition reported in the literature. 

The more or less complete fusion in crossed 
ectopia is due to the displacement of one kidney 
during embryonic life rather than to a reduplication 
of the embryonic ureteral bud with the formation 
of a permanent kidney around the cranial end of 
each of two ureters arising from the same bud. The 
latter condition is better designated as a “‘redupli- 
cation of the ureters and renal pelves” or as a 
“double kidney.” One half of a horseshoe kidney 
may be considerably higher than the other, and one 
half may lie much nearer the median line than the 
other, but the two never lie entirely on one side as 
in crossed ectopia. Cases of reduplication of the 
pelvis in horseshoe kidney have been described but 
these should be regarded as a combination of horse- 
shoe and double kidney. In double kidney there 
may be a reduplication of the renal pelvis on one or 
both sides. As the reduplication of the ureters is 
subordinate to the reduplication of the renal pelvis, 
the term double kidney implies the presence of a 
double ureter. No case has been found by the author 
in — there were two ureters from a single renal 
pelvis. 

The incidence of double kidney varies according 
to different authors from 1.2 per cent on the basis 
of 972 autopsies to 10 per cent as given by Weigert. 
It appears to Eisendrath, however, that from 3 to 
4 per cent is a conservative estimate. At the Mayo 
Clinic, during a period of fifteen years, reduplication 
of the ureters and kidney pelvis was found to be 
unilateral in 94 per cent of the cases and bilateral 
in 6 per cent. Of 213 cases reported by Papin, 77 
per cent were unilateral and 23 per cent bilateral, 
while of 276 cases reported by Mertz, 70 per cent 
were unilateral and 30 per cent bilateral. In a total 
of 619 reduplications of the ureter and renal pelvis 
the condition was found on one side in 80 per cent 
and on both sides in 20 per cent. Of the 502 cases 
(80 per cent) in which it was unilateral the redupli- 
cation was complete in 30 per cent and incomplete 
In 70 per cent. Of the 117 cases (20 per cent) in 
which it was found to be bilateral the reduplication 
was complete in 80 per cent and incomplete in 20 
per cent. 
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There may be no sign of demarcation between the 
two halves of the kidney, either externally or in- 
ternally. In some cases, however, the separation 
may be marked by a shallow groove externally and 
a more or less definite fibrous septum internally. 
In others, there may be a well-marked groove or 
furrow externally and a corresponding well-marked 
separation internally, while in others there may be 
complete separation of the two halves both externally 
and internally. 

As a rule the upper portion of the double kidney 
forms about one-third and the lower portion the 
other two-thirds of the mass of the double kidney, 
and the pelvis of the upper portion is smaller than 
that of the lower and never as perfectly developed. 
As is frequent in all anomalies of the kidney, there 
is no true pelvis, the ureter arising directly as a 
result of the union of the primary calyces. 

Double kidney may be associated with other 
anomalies. Several instances have been reported 
in which each half of a horseshoe kidney had two 
ureters and two renal pelves. The double kidney 
usually lies at a little lower level than the normal. 
If one-half of the kidney is hydronephrotic, the ureter 
from the other may be easily overlooked at opera- 
tion. As a rule the ureter from the upper half of the 
double kidney crosses over toward, but not beyond, 
the midline and is inserted into the bladder both 
mesial and caudal to the insertion of the ureter from 
the lower half. . 

The most common ectopic terminations of the 
ureters are: (1) at the neck of the bladder, with the 
usual form of orifice; (2) in the prostatic urethra, 
with the usual form of orifice; (3) the ending of one 
ureter in a cystic dilatation on the surface with, in 
some cases, the presence of a small ureteral orifice; 
(4) the communication of both ureters in a cystic 
dilatation; (5) a blind ending of one ureter above or 
below; (6) the ending of one ureter in the seminal 
vesicle of the same side as that of the involved kid- 
ney; (7) endings, either blind or by open ureteral 
orifice, in the female urethra, the vagina, or the 
vestibule, usually the last named, below or lateral 
to the external urinary meatus. 

There is no essential difference between the various 
pathologic conditions found in a double kidney and 
those of a single kidney, and there are no pathog- 
nomonic symptoms indicative of disease of one or 
both halves of a double kidney. 

Of eighty cases collected from the literature, only 
40 per cent were diagnosed prior to operation. In 
60 per cent the diagnosis was made either at the 
time of operation or from examination of the speci- 
men. Pyelography is of very great aid in the diag- 
nosis. The diagnosis of surgical affections of the 
double. kidney is dependent upon the following 
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data: (1) the presence of two ureteral orifices on 
one or both sides of the bladder; (2) the presence 
of an ectopic orifice or other form of ending of one 
or both ureters of the double kidney; (3) the alter- 
nate withdrawal on ureteral catheterization of clear 
and turbid urine from one kidney; (4) the findings 
of pyelo-ureterography. 

The treatment of disease of the double kidney 
is the same as that of the same condition in the 
single kidney. If one-half of the kidney is diseased, 
heminephrectomy should be done if possible. How- 
ever, as there may be a single artery and vein for 
both halves, an artery and vein for each half, or 
multiple arteries and veins for both halves, it is 
obvious that technical difficulties may render this 
operation impossible. C. D. Hotmes, M.D. 


Keith, N. M., and Pulford, D. S., Jr.: Chloride 
Retention in Experimental Hydronephrosis. 
J. Exper. Med., 1923, Xxxvii, 175. 

In animal experiments in which the ureter was 
obstructed by a band to produce a hydronephrosis 
the chemical examination of the blood showed that 
chlorides as well as water and urea are retained. If 
both the water and the chlorides are retained, there 
may be no appreciable rise in the chloride content 
of the plasma, but if chlorides are retained and 
water is not, the chloride content of the plasma rises 
strikingly. 

After the removal of the ureteral obstruction in 
acute hydronephrosis all renal functions—water, 
urea, and chloride excretion—may be rapidly re- 
stored in equal degree or the chlorides may be re- 
tained temporarily while there is free excretion of 
water and urea. 

In chronic hydronephrosis the adequate daily 
excretion of urea and chlorides may be kept up by a 
compensatory polyuria. If the polyuria fails, the 
percentages of these substances in the blood rise 
rapidly. V. D. Lesptnasse, M.D. 


Hinman, F., and Belt, A. E.: Experimental Hydro- 
nephrosis: The Failure of Diuresis to Affect 
Its Rate of Development. J. Urol., 1923, ix, 397. 


Following double ligation and complete sever- 
ance of the left ureter just above the bladder in 
white rats a uniform hydronephrosis was produced. 
Diuresis was then induced by water, salt, urea, di- 
uretin, or digitalis given in maximum doses. 

From these experiments the authors conclude 
that neither profuse polyuria nor marked oliguria 
has any influence whatever on the usual develop- 
ment of hydronephrosis in white rats after complete 
ureteral obstruction. O. E. NapeEau, M.D. 


Guyot and Jeanneney: Partial Pyelonephritis in 
a Kidney with Two Ureters (Pyelonéphrite 
partielle dans un rein 4 deux uretéres). J. d’urol. 
méd. et chir., 1923, Xiv, 37- 

Double ureter is not very rare but the opportunity 

to follow the course of a partial pyelonephritis in a 

kidney with a double ureter is unusual. 


374 INTERNATIONAL ABSTRACT OF SURGERY 


The case reported by the authors was that of a 
woman 22 years old who developed a vesicovaginal 
fistula six years previously following the birth of 
a child. Two operations performed within six 
months failed to effect closure and the patient 
entered the hospital again for further treatment. On 
cystoscopic examination the urethra could not be 
found, but an opening the size of a dollar was dis- 
covered between the bladder and the vagina. 

After preparation a urethra was formed over a 
sound by a plastic operation. By the end of the year 
(1919) the fistula was greatly reduced in size but an 
attempt to close it again failed. Thereafter the 
condition took on a new phase as bilateral ascending 
pyelonephritis developed. In an operation per- 
formed January, 1920, to bring the ureters out toa 
= opening two ureters were found on the right 
side. 

The effect of the operation was excellent. The 
fever fell, the appetite returned, and the patient 
gained weight. However, on January 25, 10921, the 
left kidney had become a sac of pus and nephrectomy 
was necessary. Improvement then again resulted, 
the blood nitrogen falling from 0.80 to 0.52. Sub- 
sequently the right kidney, the two ureters of which 
contained indwelling catheters, became the seat of 
pyelonephritis which necessitated pelvic lavage and 
intravenous injections of urotropin. 

After three years the urine drained from the two 
ureteral openings by catheters and was collected in 
a receiver. Pyelography showed two pelves, one in 
the usual position, supero-internal, and the other 
infero-internal. A table is given showing the char- 
acter of the urine from the normal and the infected 
pelvis. The secretory constants for the two ureters 
were 0.18 for the superior and 0.30 for the inferior. 
In a test for experimental polyuria the inferior 
ureter did not react but yielded 94 gm. of purulent 
urine while the other yielded 1,980 gm. of clear urine. 

From an anatomical standpoint a double ureter 
probably means a double vascular supply as in 
solitary, ectopic, or horseshoe kidney. As the arterial 
supply is terminal, the kidne} with a double ureter 
must be considered a double kidney (supplementary 
kidney). 

In the surgical treatment a partial nephrectomy 
may be done. Legueu has performed five such 
operations. KELLocc SPEED, M.D. 


Wesson, M. B.: Pyelography: Common Diagnostic 
Errors. California State J.M., 1923, xxi, 193. 


This article calls attention to the ease with which 
mistakes can be made in the interpretation of re- 
nal roentgenograms and discusses how they may 
be avoided by complete systematic examinations. 
The literature is briefly reviewed and mention is 
made of the fact that little has been written with 
regard to atypical and borderline cases. Pyelo- 
graphic technique is discussed and attention is 
drawn to the salient diagnostic features in cases 
of stone, stricture, hydronephrosis, renal mobility, 
tuberculosis, and tumors. The causes of untoward 
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reactions, such as too strong solutions and excessive 
pressure on injection, are listed. A series of forty- 
seven pyelographic pictures is reproduced and 
legends containing the essential features of the case 
records are appended. These illustrate possible 
diagnostic errors due to incomplete examinations 
and faulty technique and present a number of 
unusual or atypical findings. The bibliography is 
extensive. Joun G. M.D. 


BLADDER, URETHRA, AND PENIS 


Sacchi, G.: Cystadenoma of the Bladder (Cistade- 
noma della vesica). Arch. ital.de chir., 1923, vii, 161. 


Sacchi’s case was that of a woman 50 years of 
age who entered the hospital on account of severe 
hematuria. Cystoscopic examination revealed a 
smooth, broad-based mass the size of a pigeon 
egg just beyond the left ureteral orifice. As electro- 
coagulation was impracticable, the bladder was 
opened by a suprapubic incision and the mass 
excised. The patient made a good recovery. 
Histologic examination showed that the growth was 
an adenoma undergoing cystic degeneration. 

Vesical adenomata frequently undergo cystic 
degeneration because of occlusion of the glandular 
ducts by the accumulation of secretion which pro- 
duces dilatation. 

In the author’s opinion the tumor in the case 
reported developed from some aberrant gland or 
an embryonic rest. W. A. BRENNAN. 


Kidd, F.: The Treatment of Epithelial Tumors of 
the Urinary Bladder Based on a Consideration 
of 162 Cases Personally Observed and Treated. 
Lancet, 1923, 1, 523, 582, 636. 

Malignant papillomata and some papilliferous 
carcinomata do not break through the muscular coat 
of the bladder until fairly late. As the muscular coat 
forms a barrier, the lesions tend to spread in the 
submucous coat. They also spread by local contact, 
implantation thus taking place on the opposite wall 
of the bladder. After they break through the 
muscular coat of the bladder, the majority, which 
lie just above the ureters, are held back for some 
time by the overgrowth of dense fibro-fatty tissue 
in the connective tissues surrounding the base and 
sides of the bladder and considerable overgrowth 
of the veins in this tissue. Less often these tumors lie 
on the trigone and break into the rectum. When 
they are high up on the superior or lateral walls of 
the bladder they may rupture into the peritoneum 
or metastasize to the peritoneum or liver. The 
usual metastasis, however, is from the pelvic cellular 
tissue to the sides and the posterior wall of the pelvis 
to the group of glands that lie at the bifurcation of 
the aorta. From here, metastasis may occur to the 
lumbar chain on either side, but this appears to be 
a late event except in cases of rapidly growing, 
excavating carcinoma of the bladder. 

Bony metastasis is unusual. In cases of the com- 
mon malignant papillomatous type of bladder 
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tumor in the region of one ureter the lymphatic 
spread of the cancer cells is slow. The common cause 
of death is not so much the invasion of distant 
parts as the local accidents of position, such as 
dilatation of the ureters and uremia, infection 
cystitis and pyelitis, exhaustion from loss of blood, 
and spread of the condition to the rectum and peri- 
toneum. Hence, if treatment is sought early enough, 
it may be possible to remove all the local growth 
and effect a cure. Of the author’s series of cases less 
than a third were seen at a stage when radical treat- 
ment was possible. In cases of painless hematuria 
the only effective course is an immediate cysto- 
scopic examination. 

The old method of opening the bladder on its 
anterior wall and snipping away the growth is not 
radical enough. The bladder should be shelled out 
before it is opened and its blood supply controlled 
so that the entire tumor area can be removed from 
the outside in one piece, the excision being made wide 
of the growth. Nicolich of Trieste reported experi- 
mental work on dogs in which he found that the 
bladder will quickly re-form if all except the trigone 
is removed. 

Of eighty of the author’s patients who were seen 
early enough for diathermy or partial cystectomy, 
forty-one are known to be alive and well from seven 
to eleven years after the treatment. 

Kidd classifies his cases into twelve groups and 
comments on them as follows: 

Group 1, simple primary or small recurrent papillo- 
mata. This group included twenty-eight cases. 
Diathermy was applied through the operating cys- 
toscope. The risk and inconvenience involved in 
removing portions of bladder tumors through the 
cystoscope for microscopic study seem to outweigh 
any advantage in the procedure. The degree of 
malignancy must be judged from the clinical findings 
if the best results are to be obtained. Some tumors 
which appear malignant react at once to diathermy, 
while others which appear benign prove refractory, 
eventually requiring open operation and proving to 
be malignant. The age of the patient is of relatively 
slight importance. The age of the patients whose 
cases are reviewed averaged 43 years, and the aver- 
age number of treatments was less than three. All 
tumors appeared to be completely destroyed within 
a few months. Of twenty-one cases followed up to 
1922, nineteen were without recurrence from four 
to nine years after the treatment. Diathermy seems 
less apt to be followed by recurrence than other 
treatment as the tumor is cooked in situ without 
handling. In two cases, however, a recurrence 
developed six years and two years respectively 
after the operation. These patients were then sub- 
jected to open operation and in 1922 were alive and 
well. There .were no deaths in cases treated with 
diathermy. In one of two in which there was a 
rather severe hemorrhage the clot was removed from 
the bladder with a lithotrite and Bigelow evacuator, 
and in the other by cystotomy. One case of cysti- 
tis was observed. Hexamethylenamine was used 
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throughout the treatment. The first treatment was 
given under general anesthesia in order that the 
entire top of the tumor might be destroyed at one 
sitting. The débris was then washed away, the 
bladder refilled, and strong treatment given the 
pedicle. When this method is used, fewer treat- 
ments are required and the cure is quicker. An inter- 
val of from three to four weeks was allowed bet ween 
treatments. 

Group 2, inflammatory papilloma. In certain 
cases with chronic cystitis and pyelitis due to the 
colon bacillus, isolated, sessile buttons of hyper- 
plastic in‘ammatory tissue covered with hyper- 
plastic epithelium and closely simulating epithelial 
tumors are found around the ureters and on the 
trigone. This corrugated epithelial tissue is not so 
exuberant or so fimbriated as that of a papilloma. 
In the two cases of the series belonging to Group 2 
these buttons were treated by diathermy in con- 
junction with the usual local treatment for the 
bacterial infection. Complete disappearance of the 
disease resulted. 

Group 3, malignant papilloma or early carcinoma. 
In this group there were twenty-six cases. It is often 
very difficult to decide upon the best method of 
treatment. The patient may be of advanced age 
and without a history of previous hematuria and 
yet present a single large, somewhat bald papilloma 
with a broad and somewhat sessile base with very 
large veins running into it. Often diathermy will 
remove most of such a tumor, but sometimes it 
will fail. Of the twenty-six cases reviewed, twelve 
proved resistant to diathermy. Four patients were 
then subjected to partial cystectomy. Of these, two 
are alive after seven years and one remained well 
for three years and then died of recurrence. One 
died after partial cystectomy. Three were operated 
on by other surgeons and died from recurrence. 
Five others refused treatment and died within two 
years. Fourteen of the tumors were completely 
destroyed by the treatment. Nine patients have 
remained cured from six to seven years after the 
operation. 

Group 4, partial or subtotal cystectomy. This 
group contained twenty-eight cases. By partial or 
subtotal cystectomy is meant an operation in which 
the bladder is freed from its bed before it is opened, 
the growth is removed from without with a large 
portion of the surrounding bladder wall which 
usually includes one ureter, and when the ureter is 
cut, it is implanted into the reconstructed bladder 
wall. Of the twenty-eight patients subjected to 
this operation, twenty-two were discharged healed 
within a period of from three weeks to three months. 
Secondary complications were rare. Eleven were 
known to be alive and well in 1922, from a little 
more than one year to eleven years after the opera- 
tion. Eleven of the twenty-eight cases are known to 
have been cured, and it is probable that fifteen were 
cured in all. Six of the patients died within a month 
of the operation, one of pneumonia, two of heart 
failure, one of pyelitis and uremia, one of an intra- 
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peritoneal operation, and one of shock due to rupture 
of the bladder stitches while a dresser was using too 
much force in irrigating the bladder. 

The operation was performed extraperitoneally 
because it is done more easily in this manner and 
with less risk. Spinal anesthesia was supplemented 
with ether anesthesia. An incision was made from 
the symphysis down to the rectum and the affected 
portion of the bladder then removed by a clean-cut 
knife incision. If one ureter was involved in the 
growth, as was usually the case, it was cut off beyond 
the growth and re-implanted in the reconstructed 
bladder. One rubber drain was carried up from the 
ischiorectal fossa to the site of the re-implanted 
ureter, and a Pezzer drainage tube inserted into the 
the upper anterior portion of the bladder. No 
irrigation of the bladder subsequent to the opera- 
tion was done, but hexamethylenamine and boric 
acid were given by mouth. Perineal drainage was 
usually maintained for a week, and suprapubic 
drainage for about ten days. 

Group 5, cystectomy with local removal from within 


‘the bladder. This group included seventeen cases of 


papilloma (simple and malign, single and multiple) 
which were treated by the old operation in which the 
anterior wall of the bladder was opened and the 
papillomata were dealt with entirely within the 
bladder by clamping their pedicles and stitching 
up the cuts, with or without diathermy, and the 
application of strong silver nitrate to the mucous 
membrane. Five of the cases are known to be cured, 
and possibly a cure was affected also in four others. 

Group 6, total cystectomy. In this group there were 
five cases. Total cystectomy seems to be indicated 
when an early papilliferous or ulcerating carcinoma 
is seen growing from the base or trigone of the blad- 
der and involves the mouths of both ureters; also 
in cases of multiple malignant polypi which recur in 
large numbers again and again and tend to fill the 
bladder. The cases reviewed were all of the first 
type. As a rule, dilatation of the ureters favors 
ascending infection of the lymphatics of their walls 
with consequent pyelitis and anuria. None of the 
patients lived for more than three weeks. Two died 
of shock, two of ascending pyelitis and anuria within 
a week, and one of intractable diarrhoea after three 
weeks. In three cases the ureters were stitched into 
the rectum. In four, autopsy showed that all traces 
of the carcinoma had been removed. In the fifth the 
tumor had spread to the peritoneum. 

Group 7, ureterostomy. Of six patients subjected to 
diversion of the ureters, five died of ascending 
pyelitis within three weeks. In four, the ureters 
were anastomosed into the rectum, and in two were 
brought out on the skin of the loins. The ureters 
were dilated in every case. The operation relieved 
the strangury and anuria. In the case in which a 
successful result was obtained the ureters were im- 
planted into the rectum. Four months after the 
operation the patient was comfortable and able to 
retain his urine for four hours without difficulty. 
He died five months later in coma. 
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Group 8, permanent drainage. There were eighteen 
cases of permanent cystostomy. In cases of severe 
strangury or constant clot retention this operation 
will give great relief and prolong life for from six 
months to a year or even longer. One case in this 
group was that of a boy 3 years of age who had 
complete retention due to an epithelial carcinoma 
which was undergoing cystic degeneration and 
filled the bladder. In such cases cystostomy has a 
lower mortality than ureterostomy and affords the 
opportunity of applying open diathermy or radium 
treatment. 

Group 9, treatment not advised or refused. This 
group included twenty-four cases. In most of them 
the condition was inoperable, but the patient was 
comparatively comfortable. 

Group 10, radium treatment. In this group there 
were five cases. In two, a very high dose of radium 
was left in situ for thirty-six hours. This stopped the 
hemorrhage permanently, but both patients died 
within four months. Radium was used also in two 
cases of carcinoma of the trigone between the ureters, 
and in a third with multiple recurrent papillomata 
filling the bladder after previous operations by other 
surgeons. In one case the surface of the ulcer became 
healed, bleeding ceased, and the cystitis was cured, 
but traces of the growth remained underneath. One 
other patient still has hematuria, but her pain is 
less. Radium treatment should be reserved for 
cases of early malignancy between the ureters and 
cases of multiple recurrent papillomata which fill the 
bladder. 

Group 11, incorrect diagnosis. An incorrect diag- 
nosis was made in two cases. In one, in which a 
stone in the prolapsed ureter simulated a bald 
papilloma or sessile enlargement of a prostatic lobe, 
exploration was done with removal of the stone. In 
the other the condition was diagnosed as a large 
sessile carcinoma of the base of the bladder between 
the ureters but nothing was done and the patient 
was perfectly well four years later. Bladder lesions 
which may be confused with tumor are acute in- 
flammatory cedema of the mouth of a tuberculous 
ureter, similar oedema caused by the colon bacillus, 
a stone impacted in the lower end of a ureter, and 
inflammatory papilloma. 

Group 12, true epithelial papilloma of the male 
urethra. In this group there was one case. The 
patient had been treated for two years for gonor- 
thoea although the discharge was blood rather than 
pus. On urethroscopic examination six long-pedicled 
papillomata were found hanging from the roof of the 
urethra from 3 to 4 in. from the meatus. Diathermy 
was used after the penile urethra had been slit down 
toits floor. On section, the tumors exactly resembled 
simple papillomata of the bladder. The urethra 
healed by primary intention. 

On the basis of this series of cases the author draws 
the following conclusions: 

1. In cases of papilloma of the bladder of a benign 
type, diathermy applied through the cystoscope 
will effect a cure in at least 90 per cent of the cases 
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and is without the risk of opening the bladder. To 
open the bladder and snip out such tumors should 
therefore be considered unnecessary interference 
associated with definite risk to life. 

2. Diathermy applied through the cystoscope 
will give a cure also in a certain number of cases of 
doubtful malignancy. If it fails to exert an adequate 
destructive action after three treatments at the most, 
subtotal cystectomy should be done. 

3. In the treatment of malignant papilloma, 
early papilliferous carcinoma, and even very early 
ulcerating carcinoma of the bladder, subtotal or 
partial cystectomy should render the old intra- 
vesical operation obsolete except in a few isolated 
cases. It is an operation of considerable technical 
difficulty and presents a definite risk to life, but 
when successful gives a higher percentage of per- 
manent cures than the older type of operation. All 
cases of partial cystectomy should be followed up at 
regular intervals by cystoscopic examination. 

4. Total cystectomy has been rendered almost 
obsolete by partial cystectomy, diathermy, and 
radium treatment. It should be reserved for cases 
of multiple malignant papillomata which resist other 
treatment, and for a few favorable cases of early 
carcinoma involving both ureteral openings. 

5. Ureterostomy presents almost as great risk to 
life as total cystectomy. When successful, it gives 
great relief and in a few favorable cases it may be 
used as a preliminary to total cystectomy. 

6. Radium cannot yet be substituted for surgery, 
though it has perhaps replaced total cystectomy. 

7. The tumors considered in this article should be 
classified from a clinical standpoint as simple and 
malignant pedunculated tumors and papilliferous 
and ulcerous sessile tumors. C. D. Hotmes, M.D. 


Neill, W., Jr.: The Treatment of Carcinoma of the 
Bladder. South. M. J., 1923, xvi, 292. 


The author discusses the etiology of carcinoma of 
the bladder, gives a history of its early rational 
treatment, outlines his method of treatment, and 
reports the results obtained in a series of 142 cases 
treated at the Howard A. Kelly Hospital, Baltimore, 
from 1910 to 1922. 

Bladder tumor is the most common cause of blood 
in the urine. It may occur at any period of life, but 
is most frequent after middle age. Its course is pro- 
longed. Usually it tends to remain limited to the 
bladder but in some cases metastases to the pelvic 
bones occur early. 

Warner in 1747 operated for bladder tumor through 
a lateral perineal incision. In 1875 Simon removed 
growths from the female bladder through his ure- 
thral specula, and in 1814 Billroth first operated suc- 
cessfully upon a bladder tumor from above. Later 
the suprapubic route for operation was made popu- 
lar by Guyon. Operation through the vagina was 
done thirty years ago. In 1905 Watson advocated 
the complete removal of the bladder in all cases of 
cancer in which the disease was limited to the 
bladder itself. 
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The etiology of this condition is uncertain, like 
that of new growths elsewhere. Some writers con- 
tend that in a large percentage of cases there is a 
history of chronic cystitis or other irritation, but 
the author has observed this in a comparatively 
small number. 

The results of all incisional forms of treating 
carcinoma of the bladder have been discouraging, 
and those obtained by the radical removal of the 
tumors and by cystectomy with transplantation of 
the ureters have not been brilliant. Before any form 
of treatment is instituted a test of the kidney func- 
tion should be made as the cause of death is usually 
uremia with infection of the entire urinary tract 
rather than the disease itself. Cystoscopy should be 
done for the same reason. The author recommends 
the use of the open-air cystoscopic technique of 
Kelly. Because of failure to make a cystoscopic 
examination in all cases of hematuria an easily re- 
movable papilloma may be allowed to pass over into 
a condition of hopeless malignancy. 

All bladder growths are potentially malignant. 
Pedunculated tumors with no induration of the 
mucosa respond well to fulguration, but all other 
types seem to be made worse by this treatment. A 
review of the literature shows the general consensus 
of opinion as to treatment to be as follows: 

1. For all superficial or pedunculated benign 
papillomata, direct intravesical fulguration or re- 
moval by means of the cautery gives by far the best 
results. 

2. For infiltrating, definitely malignant tumors, 
the only treatment followed by satisfactory results 
is radical removal of the area of the bladder wall in- 
volved. 

3. When the growth involves both ureters, Wat- 
son’s operation of total cystectomy with a primary 
operation for transplantation of the ureters gives the 
best results. 

4. Cystotomy, excision of the growth, and treat- 
ment of the base with the actual cautery should be 
used only in hopeless cases as a palliative measure 
to relieve pain and hemorrhage. 

Since 1910 radium has occupied a prominent place 
in the armamentarium of many large clinics. Of the 
142 persons with carcinoma of the bladder who were 
treated at the Howard A. Kelly Hospital from 
October, 1910, to May, 1922, fifty-five were males 
and eighty-two were females. The youngest was 26 
years old and the oldest 86 years. In fifty-one cases 
there was no other symptom than blood in the urine; 
the longest duration of this symptom was six years 
and the shortest two months. In every case hematu- 
ria was a prominent symptom and made its appear- 
ance early. Seventeen patients gave a history of 
chronic cystitis persisting from two to twenty years. 
In eighty-nine cases palliation was obtained for a 
short time only or there was no improvement of 
the condition. In fifty-three cases there was defi- 
nite improvement with relief of symptoms for a long 
time or a cure over a period of three years with no 
recurrences. 


The author has employed three different types of 
radium treatment, used either alone or in combina- 
tion: (1) direct, intravesical, or surface radiation; 
(2) implantation, or the insertion into the growth of 
tiny glass capillary points containing radium emana- 
tions; and (3) massive radiation at a distance from 
the exterior, by way of sacral, perineal, suprapubic, 
and vaginal portals. Intravesical treatment is 
carried out on all growths confined to and around the 
neck of the bladder: papillomata, papillary carcino- 
mata, and infiltrating carcinomata. Patients with 
growths other than these and without evident metas- 
tases are subjected to suprapubic section. The intra- 
vesical treatment is given through the Kelly open- 
air cystoscope, the radium being encased in a brass 
capsule attached to the end of a straight sound and 
held against the tumor under direct vision. The 
maximum dose for each square centimeter of disease 
is 100 mgm.-hrs. of radiation. This is not repeated 
under a period of six weeks. If the tumor is a definite- 
ly infiltrating sessile carcinoma, it may then be 
treated by implanting into it small glass emanation 
points. 

The suprapubic or incisional type of treatment is 
carried out in cases without evident metastasis, cases 
of extensive infiltration of the bladder wall, large and 
multiple tumors, and cases in which there is some 
doubt as to the exact extent of the bladder involve- 
ment. If the tumor is large and definitely protruding, 
it is removed with the cautery and its base is cauter- 
ized to check bleeding. All of the areas of the tumor 
are implanted, the average total dose to each cubic 
centimeter of the growth being 9.5 mc. Suprapubic 
intravesical surface radiation is accomplished by 
means of multiple radium capsules screened with 1 
mm. of brass and 1 mm. of rubber. The tubes are 
placed side by side and the number used depends on 
the size of the tumor. Care is taken to overlap the 
edges of the neoplasm by 1 cm. 

C. D. Homes, M.D. 


Crosbie, P. D.: Complications Occurring in Gonor- 
rheeal Urethritis. Boston M.&S.J., 1923, clxxxviii 


The complications of a simple gonorrhoea of the 
anterior urethra are few and of slight importance 
while those of infection of the posterior urethra are 
widespread and very serious. The gonococci tend to 
progress along the canal, infecting the glands of the 
mucosa along the way and in a large number of cases 
reaching the deeper glandular structures, the prostate 
and vesicles. It is only by the greatest care that 
this posterior involvement can be prevented, but the 
author believes the commonly given incidence of 90 
per cent is too high, 30 per cent being more nearly 
correct. When once the prostate and seminal vesicles 
have become involved a number of grave complica- 
tions may be produced by way of the blood stream 
or by direct extension of the condition to the bladder 
and kidneys or through the vas to the epididymis. 
The frequency with which ureteral strictures are 
found on passage of the catheter suggests that in- 
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volvement of the ureters and kidneys is more com- 
mon than is generally believed. 

The common complications of cedema of the glans 
and the foreskin and a bloody discharge are usually 
cleared up easily by stopping treatment and having 
the patient soak the penis in hot water several times 
aday. Abscess of the glands of the fossa navicularis 
usually ruptures into the urethra itself; if it does not 
or points externally, artificial drainage should be 
established from within the urethra in order to 
prevent the development of a urethral fistula. 

In the prostate the immediate trouble is usually 
not very severe. There is usually only increased fre- 
quency with tenesmus, but in a few cases the symp- 
toms are very marked, with fever and prostration. 
In a few cases an abscess appears which may demand 
surgical interference, but as a rule this ruptures into 
the urethra or the rectum. Abscesses may be 
drained through either the perineum or the rectum. 
The treatment of gonorrhoeal inflammations of the 
prostate and vesicles depends on the severity of the 
symptoms. Until the acute stage is passed, no 
irrigations should be given; light massage of the 
prostate and vesicles, provided they are not too 
sensitive, and the forcing of fluid usually suffice. The 
patient should be kept as quiet as possible and on a 
light diet. The severe cases should be treated in a 
hospital with rest in bed, copious hot rectal irriga- 
tions, catharsis, and light massage every other day 
if the patient can stand it. If there is retention, 
catheterization should be done as often as comfort 
demands. Hot sitz baths are beneficial. As soon as 
the patient can stand it, anterior and posterior in- 
jections of hot 1:5,000 potassium permanganate solu- 
tion should be given every other day and followed 
by light massage. 

The next complication to be considered is in- 
volvement of the epididymis through extension of 
the infection along the vas. This may occur in the 
acute stage of the gonorrhoea or at any time later 
after the gonococci have died out and may be caused 
by other bacteria following in their wake. It is usually 
precipitated by excesses of one sort or another. As 
arule it will subside with rest and the application 
of ice packs to the scrotum, but as it tends to recur, 
the epididymis should be drained. The testicle is 
much more apt to functionate if the epididymis is 
drained than if the abscesses are left to resolve 
with the formation of cicatricial tissue. 

In acute posterior urethritis there is a certain de- 
gree of trigonitis but no permanent damage to the 
bladder. 

The treatment of stricture of the ureter is the 
passage of bougies through the cystoscope for dilata- 
tion. Pyelonephritis of gonorrhoeal origin occurs 
probably more often than is generally believed and 
tends to become cured spontaneously, provided there 
is no obstruction to the outflow of urine and there 
has been no previous kidney disease. 

_ Urethral strictures usually follow severe types of 
infection but may occur in very mild cases as well. 
If a filiform bougie can be passed it is very much 
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better to dilate gradually than to do an external 
urethrotomy as there will be less scar formation. If 
there is a peri-urethritis or pericystitis, incision and 
free drainage are indicated. 

Of the blood-borne complications the most serious 
as well as the most rare is gonorrhoeal endocarditis 
which is usually fatal. Thayer reports its incidence 
as I1.3 per cent. 

Gonorrhoeal arthritis may be caused by the 
gonococcus itself in the joint or by the toxins pro- 
duced by this organism; it tends to be monarticular ° 
and has a predilection for large joints such as the 
knee, elbow, ankle, and wrist. The treatment is the 
same as that of arthritis due to any other cause. 
The author does not approve of the use of vaccines. 

In chronic posterior urethritis there is infiltration 
of the submucosa with round cells which changes the 
elastic tube into a tube that is narrowed and resistant 
to dilatation. The treatment indicated is a con- 
tinued course of gradual dilatations each followed by 
the application of a 1:4,000 solution of silver nitrate 
and massage of the prostate and vesicles. 

C. D. Hoitmes, M.D. 


GENITAL ORGANS 


Lisser, H.: The Absence of the Prostate Associated 
with Endocrine Disease, Notably Hypopitui- 
tarism; with the Histories of Eighteen Cases. 
Endocrinology, 1923, Vii, 225. 

The author discusses the status of the prostate 
as a gland of internal secretion; the influence of the 
testicle on the prostate; the influence of the pineal 
and suprarenal glands upon the prostate; the in- 
fluence of the pituitary upon the genitalia and the 
secondary sex characters; and the prostate in clinical 
hypopituitarism. 

He reports in detail eight cases of pre-adolescent 
hypopituitarism of the Levi-Lorain type of in- 
fantilism. In six, the prostate was absent, and in 
two, very small. He reports also five cases of pre- 
adolescent hypopituitarism of the Froelich type. 
In four, the prostate was absent, and in one, small. 
Other cases reported are two of dyspituitarism 
gigantism and infantilism, Neurath-Cushing type, 
and three cases of eunuchoidism. 

The points brought out in the discussion are as 
follows: 

1. The prostate does not develop if castration is 
performed early in life. 

2. Though normally developed, the prostate will 
atrophy and eventually disappear if castration is 
performed in the adult. 

3. Castration has no effect on the hypertrophied 
prostate. 

4. In hypogonadism or eunuchoidism the prostate 
atrophies. 

5. Goetsch showed that feeding the anterior lobe 
of the pituitary to young rats hastens the develop- 
ment of the prostate. 

6. Many investigations have shown that experi- 
mental hypopituitarism is followed by sex in- 
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fantilism, including retarded development of the 
prostate. 

7. In clinical hypopituitarism in the male the 
prostate fails to develop if the disease begins before 
puberty, and atrophies if it has its onset after 
puberty. GiLBert J. THomas, M.D. 


Duettmann, G.: Renal Insufficiency in Prostatic 
Hypertrophy (Die Niereninsuffizienz bei Prostata- 
hypertrophie). Beitr. z. klin. Chir., 1923, cxxviii, 79. 


Duettmann examined eleven cases of prostatic 
hypertrophy with regard to kidney function, deter- 
mining the quantity of urine excreted, the con- 
centration power of the kidney, and the retention of 
nitrogen in the blood. 

In four cases there were signs of kidney insuffi- 
ciency. These are divided into two groups: (1) 
functional disturbances, and (2) organic renal in- 
sufficiency. Functional disturbances are character- 
ized chiefly by poor renal concentration power. 
This leads to retention of salt with polyuria and 
polydipsia, while the excretion of nitrogen is re- 
latively good. It is due to a pressure injury of the 
tubular epithelium. In such cases a two-stage opera- 
tion is indicated because, as rapid restoration of the 
kidney follows the formation of a bladder fistula, the 
prostatectomy can be performed later without dan- 
ger. In organic insufficiency, in which there is always 
retention of nitrogen in the blood, only the formation 
of a bladder fistula should be done. Koentc (Z). 


Papin and Verliac: The Treatment of Carcinoma 
of the Prostate with Radium (Suite de la dis- 
cussion sur le traitement du cancer de la prostate 
par les applications de radium). J. d’urol., méd. et 
chir., 1923, XV, 115. 

Papin reports eleven cases he treated with radium. 
In only one case was a large tube of radium im- 
planted in the prostatic bed after prostatectomy. 
This patient died. In the other cases radium needles 
were used. After trying different methods Papin has 
adopted the following technique: 

A suprapubic opening is made and the iliac and 
hypogastric regions are palpated for enlarged glands. 
If these are found, only a cystotomy is done. After 
closure of the peritoneum, the bladder is opened and 
the peri-cervical region is palpated to determine how 
far the neoplasm has developed laterally. The usual 
cystotomy follows. If the case is considered one in 
which the application of radium will be beneficial, a 
second operation is done ten days later. Through a 
perineal incision the needles are placed so that they 
will irradiate the cancerous mass in the prostate and 
vesicles. A finger is inserted in the bladder opening 
to serve as a guide. 

In two cases death resulted early from rapid 
necrosis of tissue. In three, there has been such 
marked improvement that a permanent cure is pos- 
sible. In each of these cases the prostate has shrunk 
to normal size. 

Papin believes that the cases favorable for the 
application of radium are also those in which surgical 
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treatment is applicable, but that a successful result 
may be obtained with radium in cases in which the 
operative risk is high. He is not sure, however, that 
the improvement so far noted is not merely an arrest 
of the carcinomatous process by the sclerosis follow- 
ing the use of radium. 

Verliac reports the findings at autopsy in four 
cases of prostatic or vesico-prostatic cancer, three in 
the early stages and one in the late stages. In three 
of the cases death occurred twelve, twenty, and 
twenty-three days after operation respectively. The 
operation consisted in inserting radium tubes into 
the prostate through the perineum and leaving it in 
place for forty-eight hours. In one case, in which 
diarrhoea occurred, congestion of the mucosa of the 
large intestine without ulceration was found at 
autopsy. In the two others, in which there were 
symptoms suggesting peritonitis, marked distention 
of the large bowel without peritonitis or mechanical 
obstruction was found. In Verliac’s opinion, radium 
used for the treatment of carcinoma of the prostate 
may have a dynamic or irritative action on the large 
intestine, particularly the rectum. 

Verliac’s fourth case was that of a man 60 years of 
age. Two tubes of radium sulphate, 6 cg. each, were 
inserted into the right lobe of the prostate for forty- 
eight hours. Death resulted thirteen months later. 
At autopsy the right lobe of the prostate was found 
to contain an area of necrosis surrounded by fibrous 
thickening which probably represented the destroyed 
carcinoma. Outside the fibrous zone the prostatic 
tissue showed fully active and recent cancerous 
areas. KELtocc M.D. 


Winckler, V.: The Development of Non-Gonor- 
rheeal Epididymitis (Zur Entstehung der Epididy- 
mitis non-gonorrhoica). Zentralbl. f. Chir., 1923, |, 80. 


The author reports the development of bilateral 
suppurative inflammation of the epididymis in a 
case in which a perineal fistula formed as the result 
of a very obstinate stricture of the urethra. Follow- 
ing ligation of both vasa deferentia to prevent an 
ascending infection, fistule'formed at the sites of 
the ligation and drained urine in a thin stream 
when the patient strained. This forcing of the urine 
through the vasa deferentia was undoubtedly the 
cause of the suppurative epididymitis. Therefore 
whenever epididymitis develops in a case of disease 
of the urinary tract in which straining is necessary 
to empty the bladder (prostatic hypertrophy, stric- 
ture) the possibility of urinary infiltration as the 
cause should be borne in mind. VoLinaArnt (Z). 


Lipschuetz, A.: New Experimental Data on the 
Question of the Seat of the Endocrine Function 
of the Testicle. Endocrinology, 1923, vii, 1. 


Tandler and Grosz, Steinach, Sand, and Lip- 
schuetz have supported the theory of Bouin and 
Ancel that the endocrine function of the testicle in 
mammals is mediated by the interstitial cells. With- 
out adding new data, Kohn, Benda, and Stieve have 
attacked this theory, claiming that only the genera- 
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tive part of the testicle has an endocrine function. 
Lipschuetz reports the following experiments in 
support of the work of Bouin and Ancel. 

To determine whether a normal internal secretion 
of the testicle is possible without full development 
of the interstitial cells, one testicle and half of the 
other were removed from a month-old rabbit. At 
the end of eight months the penis was infantile. 
The eunuchoidism was probably due to the under- 
development of the fragment. Microscopic examina- 
tion showed spermatogonia surrounded by cells of 
Sertoli. The intertubular tissue was chiefly con- 
nective tissue. The interstitial cells were apparently 
infantile. 

That incomplete spermatogenesis was not the 
cause of the eunuchoidism is demonstrated by the 
following observations: 

Unilateral castration was done on two of three 
rabbits six weeks old. In one, the penis remained 
infantile at the age of six and a half months and the 
testicle was twice the size of those of the control. 
The epididymis was full of spermatozoa, and the 
tubules were in full spermatogenesis. The inter- 
stitial cells were underdeveloped. 

To determine whether spermatozoa are necessary 
for the internal secretion, the left testicle of a two- 
months-old rabbit was incised, the incision including 
the ductus epididymidis on the right side. The 
animal remained eunuchoid until the seventh 
month. In the eighth month the penis had assumed 
the size of the control. Examination of the left 
testicle showed that the tubules were enlarged and 
had evidently entered into spermatogenesis. Many 
layers of cells had desquamated. The interstitial 
cells were well developed, and several mitoses were 
found. The findings in the right testicle were similar. 
Spermatozoa were not developed. 

To determine whether full hormonic activity of 
the testes is possible in the absence of all stages of 
spermatogenesis the left testicle and all but a small 
part of the upper pole of the right testicle of a ten- 
day-old guinea pig were removed. At the end of 
four months, the animal, which was fully developed, 
was killed. The seminal vesicles were found normal. 
All of the tubules were degenerated, with only one 
layer of cells, probably cells of Sertoli. Apparently 
there was some spermatogonia. This observation 
seems to prove that full hormonic activity is possible 
in the absence of all of the stages of spermatogenesis. 

It is possible that after the seminal tubules had 
remained in an undeveloped stage for a certain time, 
signs of castration would have appeared, but in an 
animal treated in the same way no somatic signs of 
castration were observed in a period of eleven 
months. There is no proof of a temporary regenera- 
tion of generative tissue to explain the maintenance 
of sex characteristics. 

Another possibility is that the testicle may be able 
to perform its normal hormonic function without 
the different stages of spermatogenesis but that 
spermatogenesis is necessary for the development 
of the interstitial cells. In one experiment there 
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were infantile tubules and infantile interstitial cells 
with eunuchoidism, while in another the tubules 
had regressed to an infantile stage but there were 
adult interstitial cells and sexual maturity. How- 
ever, it is possible that beginning spermatogenesis, 
if not a complete cycle, is necesssry for the develop- 
ment of active interstitial cells. 

To determine whether the testicular hormonic 
activity may be absent when the interstitial cells 
are present in large numbers, as claimed by Bell, 
Benda, Durck, Belblinger, and Steine, incisions were 
made through the testis and ductus epididymidis 
on both sides of an aminal two months old. The 
animal remained eunuchoid for six months. Sperma- 
togenesis ceased. The interstitial cells were numer- 
ous and extraordinarily large. The protoplasm was 


. packed full of fat droplets. The nuclei were ap- 


parently normal. The questions as to whether the 
interstitial cells were truly normal and whether the 
eunuchoidism was due to their abnormality or the 
cessation of spermatogenesis require more experi- 
mental work for answer. 

Strieve claims that following unilateral castration 
the hypertrophy of the remaining testicle is proof 
of the endocrine function of the generative part. 
A large number of experiments have demonstrated 
that there is no hypertrophy when all but a small 
fragment of testicle is removed. This small frag- 
ment can compensate for two normal testicles. 
Evidently some other factor causes the increase in 
weight of the remaining testicle following unilateral 
castration. The cause of hypertrophy of the inter- 
stitial cells seems to be some local factor. 

Bresca demonstrated by means of castration that 
the nuptial feature of the male triton is under the 
control of the testicle. This was confirmed by Aron. 
Stieve insisted that so long as no interstitial cells 
are found in the triton the hormonic function of the 
testis in mammals cannot be performed by inter- 
stitial cells. Aron localized a special structure above 
the hilus of the testicle which he destroyed with the 
galvanocautery at the time of heat. This had the 
same effect as castration. Examination showed 
that the generative part of the testicle was not 
disturbed. Following a detailed study of this struc- 
ture Champy stated that these cells arise from the 
cells of Sertoli. 

Normal endocrine function of the testicle is not 
possible without interference by other glands with 
an internal secretion. Bell has called attention to 
the relationship between the sexual and the other 
endocrine glands. From the experiments of Steinach 
and of Sand on heterosexual transplantation of the 
ovary and testicle it seems probable that the influ- 
ences of the other endocrine glands on sex characters 
go through the sexual gland as a medium. 

In conclusion the author emphasizes that the 
various experiments performed have proved that 
the normal hormonic activity of the testicle of 
mammals is impossible in the absence of fully 
developed interstitial cells. A testicle with sperma- 
tozoa with undeveloped interstitial cells cannot 
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perform its normal endocrine function. Normal 
endocrine function is possible when only the cells of 
Sertoli and spermatogonia are present in the tu- 
bules. The sex characters can be normally developed 
when only a 1 per cent fragment of testicle is present. 
Possibly the interstitial cells receive some impulse 
from the developing generative cells in intra-uterine 
life. C. D. Pickrett, M.D. 


MISCELLANEOUS 


Dillon, J. R.: Pre-Cancerous and Early Cancerous 
Lesions of the Genito-Urinary Tract. California 
State J. M., 1923, xxi, 148. 


Before the cancer problem can be solved the laity 
must be educated to appreciate the significance of the 
earliest symptoms and the importance of an early 
diagnosis in order that the complete removal of the 
growth will be possible. 

In the case of a man past 50 years of age who com- 
plains of dysuria or pain in the perineum or rectum, 
malignancy should be suspected if on rectal palpa- 
tion a firm nodule is found in either lobe of the 
prostate or one or both lobes are thickened and in- 
filtrated around the seminal vesicles. 

Hematuria without apparent cause, coming with 
a sudden onset and often ceasing abruptly, is an 
indication for an immediate investigation, preferably 
during the stage of gross bleeding when it can be 
determined whether the blood comes from the blad- 
der or kidneys. 

Malignancy is suggested by thickening or necrosis 
of the papilla, oedema at the base of the tumor, 
nodules in the mucosa near the tumor, or induration 
felt on rectal or vaginal palpation. 


Malignancy of the kidneys and ureters causes no 
early symptoms, and even death may result with- 
out any clinical evidence of renal involvement. So 
long as surgery remains the only method which 
offers a chance of cure, the results of treatment will 
depend more upon an accurate diagnosis before 
metastasis has taken place than upon any particular 
radical technique. 

Dillon concludes his article as follows: 

1. The diagnosis of beginning malignancy depends 
upon the patient’s early appearance, the recognition 
by the physician in general practice of clinical find- 
ings indicating a urological examination other than 
those definitely arising in the genito-urinary tract, 
viz.: (1) a history of hematuria or pyuria, though 
the urinalysis at the time is negative; (2) pus or 
blood in the urine, though there are no clinical 


* symptoms suggesting involvement of the urinary 


tract; (3) a tumor in the upper lateral part of the 
abdomen or the suprapubic area; (4) X-ray shadows 
suggesting the location of a lesion in the urinary 
tract; and (5) a history of indefinite abdominal 
pain. 

2. It must be expected that a large number of 
the diagnostic tests will be negative, but negative 
—" data are often fully as valuable as positive 

ata. 

3. The long duration of symptoms before the 
patient is completely examined is the greatest 
stumbling block to an early diagnosis of beginning 
malignancy. Knowledge of the importance of 
analyzing early signs and symptoms must be spread, 
not only among the laity, but also among general 
practitioners, if the results of treatment are to be 
improved. Louts Gross, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Edington, G. H.: Spongy Exostosis of the Long 
Bones. Glasgow M. J., 1923, n.s. xvii, 273. 


Spongy exostoses usually arise at or near one 
extremity of the diaphysis in close proximity to the 
epiphysis. Sometimes, however, they occur at a 
distance from the bone extremity. They are more 
common in the femur and tibia than other long 
bones and where bony growth is most extensive and 
prolonged. 

Exostoses are composed partly of cartilage. They 
are variously named chondro-osteomata, ossifying 
chondromata, and cartilaginous exostoses. Usually 
the cartilage forms a cap over the cancellous bony 
core. It may be lobulated and form distinct proc- 
esses. It is thickest over the free extremity of the 
outgrowth. There is little tendency for a recurrence 
where the bony core is in continuity with the can- 
cellous tissue of the diaphysis. 

Burs present over the cartilagenous cap may 
become inflamed and suppurate. 

Exostoses may be of the spinous form, almost 
sessile with a slightly constricted, short, broad neck, 
or pedunculated. They tend to assume an oblique 
position. The pedunculated exostoses may break 
off. 

Interference with normal bone growth occurred 
in only one of the series of cases reported by the 
author. This was a case of exostosis of the lower 
end of the radius with stunting of the radius and 
curvature of the ulna. In cases of multiple exostoses 
such interference with normal growth is not infre- 
quent. 

Exostoses seem to arise from a sequestered portion 
of the epiphyseal cartilaginous plate. Ossification 
and continuation of growth correspond closely with 
that of the parent bone. Clutton states that exostoses 
— begin after general bone growth has 
ceased. 

In some cases rickets may be present but the 
author believes this is a complication. 

Dejormity may be the first sign of an exostosis. 

It may be due to swelling or secondary curvature of 
the bones. In some cases injury may first call atten- 
tion to the exostosis. Suppurative bursitis may be 
a prominent feature. The growth may be discovered 
accidently. 
_ In cases of simple exostosis the treatment consists 
in removal of the growth. In cases of multiple 
exostoses the removal of those that cause pain or 
discomfort should be undertaken. 

The ten cases reported by the author were as 
follows: an osteochondroma of the sternal end of the 
clavicle, an exostosis of the lower end of the radius, a 


spongy exostosis of the first metacarpal bone, a 
nodulated exostosis of the posterior end of the iliac 
crest, an exostosis of the outer side of the lower 
third of the femur with fracture of the pedicle, an 
outgrowth from the region of the adductor tubercle, 
a spongy exostosis of the upper end of the tibia 
within the capsule, a spongy exostosis of the upper 
end of the tibia due to injury, a spongy exostosis 
at the lower end of the tibia with deformity, and 
multiple exostoses. Joun Mircuett, M.D. 


Koslowski, A. A.: The Morphology of the Blood in 
Pneumococcus Infections of Bones and Joints 
(Die Morphologie des Blutes bei Pneumokokkenaffek- 
tion der Knochen und Gelenke). Verhandl. d. Russ. 
Chir. Pirogoff-Ges., Petrograd, 1922. 


For years the author had made systematic blood 
examinations in cases of surgical disease because the 
variations of leucocytosis and neutrophilia consti- 
tute an important criterion of the reaction of the 
body to pyogenic infection. By comparing the 
clinical picture with the blood count—the increase 
in the leucocytes indicating the organic resistance, 
and the percentage of polynuclears indicating the 
intoxication of the blood—he classifies cases into 
the following thee groups: 

1. Pyemic: leucocytosis of varying degree; neu- 
trophiles less than 85 per cent. 

2. Septic: leucopenia; neutrophiles more than 85 
per cent. 

3. Septico-pyzmic: high leucocytosis;neutrophiles 
more than 85 per cent. 

The osteo-arthritic pneumococcus infections are 
more frequent than is generally supposed. From a 
careful study of seven acute and thirteen chronic 
cases in an orthopedic clinic the author came to 
the conclusion that after the subsidence of the 
initial symptoms as well as after subsequent fistula 
formation, the condition is often confused with 
tuberculosis. When the foci are closed, puncture 
often reveals no pus, the exudate is scant and rich 
in fibrin and, as it is difficult to aspirate, the bacteri- 
ological examination is often not made. Bacteri- 
ological examination will always show characteristic 
gram-positive diplococci. However, cultures fre- 
quently fail even when special media are used, as in 
chronic cases the bacteria are usually intracellular 
or are contaminated with staphylococci. 

The following X-ray findings speak against 
tuberculosis: narrow, sharp erosions in the epiphyses, 
a_ marked periostitic coat around the diaphyses, 
and generalized areas of slight destruction. In acute 
cases in which these diagnostic signs are still absent 
the blood examination is of particular value in the 
differential diagnosis and prognosis. The blood 
picture is that of pyemia and indicates a tendency 
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on the part of the osteo-arthritic pneumococcus 
infection to form metastases. The lymphocytosis 
characteristic of tuberculosis is absent. The viru- 
lence is usually not high, the leucocytosis is moderate, 
the increase in polynuclears is slight, and the 
neutrophilia distinct. In severe cases the two blood 
curves diverge: the leucocytosis remains low and 
the neutrophilia rises, the blood picture becoming 
septic. This is true also in cases not properly treated. 

The treatment should be expectant. Operation 
should be delayed if possible for two weeks after the 
beginning of the disease, and should consist of a 
puncture or a stab incision followed by the injection 
of iodine-iodoform-glycerine. The effect of the 
emulsion is to a certain extent specific. 

Von DER OsTEN-SACKEN (Z). 


Bloodgood, J. C.: Bone Tumors: Sarcoma, Peri- 
osteal Group. Ossifying Type—Benign Ossi- 
fying Periostitis and Myositis. J. Radiol., 1923, 
iv, I19. 

Confusion of terms arises in designating types of 
sarcomata. The author suggests the term “ossify- 
ing” to describe the type in which bone formation 
predominates. Benign ossifying periostitis and 
benign ossifying myositis are known. 

There is also an ossifying sarcoma. Since this 
has always been periosteal, the author suggests 
calling it “‘ossifying sarcoma.” 

In one group of bone lesions there remains an 
intact bone shell covered with normal periosteum. 
Exploration revels uninfiltrated normal soft parts 
and an unthickened periosteum. The periosteum 
strips back from a normal, white, opaque bone. 
Stripping back the periosteum reveals minute drops 
of blood from the haversian canals. The first 
change from the normal is absence of blood and a 
dark appearance of the bone. 

The shell of bone may be as thin as parchment 
but feels like normal bone. It may be slightly 
rough, or may crepitate. 

Tuberculosis may appear as a central bone 
lesion with an intact bone shell. Syphilis and 
pyogenic osteomyelitis have never been noted as 
central lesions with an intact bony shell and with- 
out an ossifying periostitis. In multiple myeloma 
and metastatic carcinoma especially from hyper- 
nephroma, there may be a central bone lesion with 
an intact bone shell and without ossifying peri- 
ostitis. 

Fractures may occur in all types of central bone 
lesions. Ossification never takes place in the central 
lesion except in the bone cyst or ostitis fibrosa. 

The author classifies sarcomata as follows: 

A. Ossifying type (excessive periosteal bone 
formation): (1) the shaft beneath the bone forma- 
tion appears normal, (2) the shaft beneath shows 
osteoporosis or destruction. 

Cases of Type Az are the more common. The 
diagnosis of sarcoma can usually be made from the 
X-ray picture alone, but sometimes chronic osteo- 
myelitis, syphilis, traumatic periosteitis, myositis, 


and exostosis cannot be differentiated from this 
type. 
B. Sclerosing type: (1) little or no periosteal 
bone formation, (2) considerable bone formation, 
(3) excessive periosteal bone formation. 

C. Osteoporosis. Destructive type. In the early 
stages this may resemble osteoporosis from non-use. 

D. Definite palpable periosteal tumors in which 
the X-ray shows no bone formation. 

On palpation, excessive ossifying periosteal sar- 
comata may suggest benign exostosis or ossifying 
periostitis. Joun Mrtcuett, M.D. 


Hallbeck, A. C.: Fibrous Ankylosis, Its Preven- 
tion and Remedy. Med. Times, 1923, li, 148. 


The author stresses the importance of early 
massage and passive motion after fractures, epi- 
physeal separations, dislocations, sprains, and other 
injuries. It hastens the removal of extravasated 
blood, causes gradual recession of the oedema, pre- 
vents stiffness, helps to check muscle waste, pre- 
vents adhesions, and hastens union. However, in 
fractures of the patella, the head or neck of the 
femur or humerus, and the olecranon process, and 
in complete fractures of the epiphyseal part of long 
bones in general, it cannot very well be given. 

Of a total of 4,286 cases of fibrous ankylosis 
treated by the author at St. Luke’s Hospital and 
the Hospital for Ruptured and Crippled in New 
York, 1,831 were discharged as cured and 2,041 as 


improved. In 414 there was no improvement. The 


fibrous ankylosis was due to fractures and other 
injuries and arthritis. H. Levintuat, M.D. 


Funsten, R. V.: A Clinical Study of Thirty Cases 
of Muscular Dystrophy. J. Bone & Joint Surg., 
1923, V, 190. 

The author studied his thirty cases of muscular 
dystrophy from the clinical, metabolic, myotonic, 
and ergographic standpoints. He gives Erb’s classi- 
fication of the various types. The entire subject is 
discussed very thoroughly. This article is com- 
plementary to the article of Funsten’s colleagues, 
Gibson, Martin, and Buell which appeared in the 
Archives of Internal Medicine in 1921. 

Funsten states that in neither the juvenile nor the 
infantile forms is the reaction of degeneration pres- 
ent, nor are there any fibrillary twitchings. He 
quotes Gower’s conclusions as follows: 

1. The disease is almost never known to be 
transmitted through the father. 

2. The date of onset is important; the younger 
the age of onset, the poorer the prognosis. 

3. Pes equinus is the most constant contracture. 

4. The ability to stand is usually lost between the 
tenth and twelfth years of age and death occurs be- 
tween the fourteenth and eighteenth years. : 

Funsten states that the hypertrophic and atrophic 
types in the infantile variety should not be strictly 
differentiated as it appears that one may often follow 
the other in the ordinary course of the disease. Of 
the series of cases studied twenty-five were those of 
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males and five those of females. The average age 
was 13.5 years. The oldest patient was 38 years, and 
the youngest 2 years. The average age of onset was 
; years; the oldest, 21 years; and the youngest a few 
weeks. ‘Twelve cases were treated for from two 
weeks to three months with various glandular ex- 
tracts (pituitary, adrenal, parathyroid, and pineal) 
without any appreciable effect. Seven cases were 
treated with calcium lactate, and eleven with mas- 
sage and exercise (either with or without glandular 
treatment). The author believes that calcium lactate 
is of some benefit. 

Twelve of his cases were slowly progressive, eight 
moderately progressive, and nine rapidly progressive. 
Wassermann tests made in fourteen cases were nega- 
tive. The microscopic blood picture was normal in 
six cases examined. In all cases the reflexes, with the 
exception of the cremasteric and abdominal reflexes, 
were either absent or greatly diminished. Microscop- 
icexamination of muscle, made in four cases, showed 
the fibers to be pale and with diffuse areas of granular 
degeneration and vacuolization. There were also 
areas of fat infiltration between the fibers. The 
striations were present except in a few areas where 
complete degeneration had taken place. 

In summarizing Funsten states that it seems very 
difficult at the present time, either from the evidence 
presented by many authors or from his own observa- 
tions, to draw definite conclusions as to the etiology 
of the progressive muscular dystrophies. If one is 
influenced entirely by the theories of endocrine ori- 
gin he will find many stumbling blocks. It is hard to 
believe that a cystic tumor or other disease of one of 
these glands can always locate itself in just the area 
to cause repeatedly the identical or almost identical 
clinical entity. The evidence introduced in this 
respect does not always seem to be entirely sound. 
On the other hand, the recoveries reported in the 
literature and those in the author’s own cases seem 
to be beyond question. In progressive muscular 
dystrophy there is not the low fatigue coefficient, 
within physiological limits, that one would expect 
to find. The muscle fibers which remain unaffected 
by the disease seem to be acting to the extent of 
their normal limit. It is generally conceded that the 
amount of blood sugar is low and that when sugar 
is fed it is rapidly excreted. Possibly something 
happens to the muscular substance which should 
activate the transforming enzyme. To determine the 
etiology of the condition more pathologic and chem- 
ical study must be made by men who go into their 
work with a substantial knowledge of what has al- 
teady been said and done on the subject. 

Purp Lewin, M.D. 


Tubby, A. H.: Dupuytren’s Contraction of the 
Palmar Fascia. Practitioner, 1923, cx, 214. 


The author gives an excellent description of the 
onset of the contraction and states that microscopic 
and bacteriologic examinations of specimens dis- 
prove the theory that it is due to infection of the 
palmar fascia entering through the sweat glands of 


the palm and causing a chronic septic lymphangitis. 
He believes that the contraction is a fibrositis or the 
local expression of some subtle change in the bodily 
metabolism. Its frequent association with rheuma- 
tism and almost constant association with a source 
of infection suggest that it has some relationship to 
a low-grade sepsis, particularly that arising from 
infections in the alveoli and gums. Just as arthritis 
deformans is more common in injured joints or those 
on which persistent strain has been thrown, the con- 
traction appears in the palm which is exposed to 
trauma and irritation. 

The wide dissection of all involved tissue is ad- 
vocated. In addition, an injection of fibrolysin 
should be made at five or six points in the surround- 
ing tissues before closure of the wound. This, Tubby 
believes, will prevent return of the contraction. The 
after-treatment is splinting in full extension for a 
week, followed by passive motion to prevent stiff- 
ness. Wi111AM H. Byrorp, M.D. 


Moore, B. H.: Abnormalities of the Fifth Lumbar 
Transverse Processes Associated with Sciatic 
Pain. J. Bone & Joint Surg., 1923, v, 212. 


There is still wide divergence of opinion regarding 
the relationship between abnormal transverse proc- 
esses of the fifth lumbar vertebra and sciatic pain. 
Adams, in 1910, first suggested that such abnormali- 
ties might be the cause of the associated sciatica. 
The X-ray often reveals winged or sacralized proc- 
esses in persons without symptoms, but persons 
with severe sciatica may present sacralized trans- 
verse processes. 

The author reviews nine cases. The first was that 
of a woman 24 years old, the mother of four children, 
who for five years had had pain low in the lumbar 
region and in the upper part of the left hip just out- 
side the sacro-iliac joint. Examination revealed a 
moderate list to the right and moderate tenderness 
over the lower portion of the left lumbar muscle. 
In forward bending there was pain in the left hip 
about 2 in. outside the sacro-iliac joint, and the 
spine could not be brought beyond the vertical. 
The muscles of the left thigh and leg were less firm 
than those of the right. Sensory changes were not 
marked. The Wassermann test was negative. 
X-ray stereoscopic plates revealed on the left side 
a large fish-tailed transverse process which, in its 
upper portion, impinged on the ilium. No arthritic 
changes were seen. 

Operation performed February 24, 1921, con- 
sisted of a transversectomy of the left fifth lumbar 
vertebra. The postoperative X-ray examination 
showed that not all of the process had been removed. 
The patient made a good recovery, and has had no 
pain since three weeks after the operation. 

The second case presented a long, hypertrophied 
fifth lumbar process on the right side which was in 
contact with the ilium, and a strong fibrous cord 
extending from the tip of the process to the inner 
surface of the illum. A transversectomy was done 
and the cord cut free. 
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The other cases had similiar histories and physical 
findings. In one, the author excised the portion of 
the ilium impinged upon by the transverse process. 
Transversectomy was not done. In another case 
with right sciatic pain and marked limitation of 
motion in the lumbar spine complete relief followed 
tonsillectomy. 

Several theories have been offered to account for 
the pain: one, that it is produced by pressure on the 
soft parts between the transverse process and ilium; 
another, that it is caused by arthritis or irritation 
of abnormal bursz or joints; a third, that it is due 
to strain of the sacro-iliac and lumbo-sacral joints 
caused by leverage of the transverse process; and a 
fourth, that it is the result of stretching or pressure 
on the nerves of the lumbo-sacral plexus. 

In none of the cases operated upon by the author 
was muscle found interposed between the process 
and the ilium. Neither were burse discovered. In 
Moore’s opinion the leverage theory seems most 
plausible as leverage would cause a shifting of the 
entire fifth lumbar vertebra. 

Various methods of treatment have been employed 
and all of them have given good results in certain 
cases. Opinions differ as to the results of operation. 
The author made a 6-in. skin incision over the 
posterior portion of the iliac crest, stripped the 
lumbar and gluteal muscles subperiosteally from 
the crest, and removed a segment of bone 2 by 1 
in. from the iliac crest where the transverse process 
impinged. 

No plaster or braces were used. The patients got 
out of bed in ten to fourteen days, and back-bending 
exercises were begun as soon as they were pos- 
sible without discomfort. Joun Mrircuett, M.D. 


Nuttall, H. C. W.: Tuberculosis of the Sacro-Iliac 
Joint. Lancet, 1923, cciv, 839. 


The author surveys the literature on this subject 
and presents the records of nine cases. The sacro- 
iliac joint is an arthrodial or gliding type of diar- 
throsis. The ligaments may be divided into two 
groups, the capsular and the accessory. The cap- 
sular ligaments are the superior, inferior, anterior, 
and posterior sacro-iliac, and an interosseous. These 
are blended together to form the capsule and pre- 
vent the spread of pus posteriorly. The accessory 
ligaments are the great and small sacro-sciatic, the 
sacro-lumbar, and the ilio-lumbar, and the lumbar 
aponeurosis, the tendon of the erector spine, and 
the fascia lata. These, by their extensive attach- 
ments, prevent excessive movement at the joint 
and provide a stout pelvic brace after extensive 
resection. 

Movements of the sacro-iliac joint, which are 
limited in extent, consist of an up-and-down and 
forward-and-backward gliding and slight rotation on 
a transverse axis. During pregnancy these move- 
ments are increased. 

The nerve supply consists of the superior gluteal 
and branches from the anterior and posterior 
primary divisions of the first and second sacral 
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nerves. The lumbo-sacral and obturator nerves are 
related to it anteriorly. The nerve roots concerned 
include practically all of those forming the lumbo- 
sacral plexus. 

The intimate relations are: above, the iliacus and 
psoas; below, the pyriformis, the superior gluteal 
nerve, and the gluteal vessels; posteriorly, the dense 
ligaments and the erector spine; anteriorly, the 
internal iliac vessels, the lumbo-sacral cord, and the 
obturator nerve; externally, the ilium covered by 
the glutei; and internally, the upper sacral foramina 
and the sacral nerve roots. 

Sacro-iliac tuberculosis is rare as compared with 
tuberculosis of the spine or hip. With regard to its 
age incidence the author states that his patients 
were between 20 and 30 years old. Five were females. 
The primary focus is invariably in the bone, and 
more frequently in the sacrum than in the ilium. 
Necrosis occurs frequently and sequestra are com- 
mon. Abscesses form and, in growing, follow the line 
of least resistance, extending either down the psoas 
sheath to the thigh or upward into the iliac fossa. 
As a rule, the abscesses are intra-pelvic. Extra- 
pelvic abscesses point into the buttock. 

The symptoms include swelling or limp which in 
some cases follows an injury or sprain. The initial 
symptom is usually pain in the hip, the knee, the 
lower part of the back, the buttock, or the inner 
side of the thigh. Usually this is worse at night and 
is increased by movement. There may be also a 
slight scoliosis due to the bearing of more weight 
on the sound limb. Tenderness may be noted on 
pressure directly over the postero-inferior iliac 
spine, where the joint closely approaches the sur- 
face. Later signs are reflex muscle spasm with 
lordosis and flexion of the hip, muscular atrophy, 
flattening of the buttock, and disappearance of the 
gluteal fold. 

The X-ray will show bone changes after the 
disease has progressed one or two months. 

The condition must be differentiated from acute 
infections (pyogenic or gonorrhceal), osteo-arthritis 
and sprain, affections of neighboring bones and 
joints, sarcoma of the ilium or sacrum, malforma- 
tions of the fifth lumbar vertebra, true sciatic 
neuritis, tumors of the cauda equina, growths in the 
pelvis, ovarian and uterine disease, and appendi- 
citis. 

The prognosis is unfavorable. The only case in the 
author’s series which was cured was the only one 
subjected to excision. Picque, however, reported five 
cures in seven cases following radical treatment. 

In the author’s opinion the old method of treat- 
ment by trephining and curetting was not sufiiciently 
radical, and the value of the bone-graft opera- 
tions described by American surgeons is doubtful. 
Children, however, should be treated conserva- 
tively. 

In Picque’s method of treatment the joint 1s 
approached by cutting away the overlapping por- 
tion of the ilium, part of the sacrum is resected to 
permit the complete evacuation of any intrapelvic 
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abscess. and a smooth granulating surface is formed 
in the diseased areas by means of a gauge or curette. 
The entire area is then swabbed with “bipp” and 
the wound packed with gauze soaked in iodoform 
emulsion. The ends of the packs are brought out at 
the middle of the incision and the incision is sutured. 
After forty-eight hours the packs are removed 
under nitrous oxide anesthesia. The patient is kept 
in bed with the pelvis firmly bandaged for four or 
five weeks, after which time a pelvic belt is fitted 
and he is allowed up on crutches. Usually the 
crutches may be discarded at the end of the twelfth 
week. Dantet H. Levintuat, M.D. 


Blaine, E. S.: Sacro-Iliac Arthrosis Obliterans. 
Am. J. Roentgenol., 1923, x, 189. 


In studies of the lower part of the spine in 
approximately 1,800 cases, unusual changes in the 
sacro-iliac joints were found in eighteen. With such 
changes there is a history of dull pain, soreness, and 
stiffness of the back, and an uncomfortable feeling in 
the lower spine, which increase in intensity from a 
period of several months to a year. There is no 
history of injury. The clinical findings are spinal 
rigidity with limitation of motion of the lower 
back, localized tenderness over the sacro-iliac joints 
and the lumbar spine, and a variable degree of 
atrophy of the erector spine muscles. 

In most cases the condition is bilateral. In early 
joint disease the roentgenogram shows a comparative 
decrease in the sharpness of the joint edges which 
may be due to localized oedema and swelling of the 
articular surface tissues. If the disease has pro- 
gressed, the shadows indicate an erosion of the 
articular surface edges, the interarticular distance 
being apparently increased. If the disease is more 
progressive, there is a considerable decrease in the 
interarticular distance between the sacrum and the 
ilium due to loss of the intervening cartilage. An 
advanced case shows total obliteration of the in- 
volved joint resulting in synarthrosis. In some cases 
a reparative process is evidenced by bone hyper- 
trophy around the obliterated joint. 

There are no very marked differences between 
this condition and typhoid spine. Septic arthritis 
results in synarthrosis depending upon the virulence 
of the invading micro-organism. Chronic hyper- 
trophic osteo-arthritis invades essentially the edges 
of the articular surfaces, and immobilization is 
caused only by arthritis deformans. In the articular 
surface there is practically no demonstrable change. 
Other joints are usually involved simultaneously. 
The cases reported in this article were those of 
persons under 30 years of age. Chronic arthritis 
usually affects those over 35. 

Tuberculous arthritis is seldom bilateral. There 
is rather extensive softening of the cancellous bone 
around the involved joint, with a greater amount of 
destruction. A healed tuberculous process usually 
results in synarthrosis, but with much more altera- 
tion in the joint relations than in the cases described. 

S. Reicu, M.D. 


Jansen, M.: On Coxa Plana and Its Causation. 
J. Bone & Joint Surg., 1923, v, 265. 


In addition to the gradual flattening of the head, 
fragmentation, and the development of a broad 
and horizontal epiphyseal line in so-called Legg’s 
or Perthes’ disease, the author draws attention to 
the changes in the acetabulum. He states that an 
important mechanical factor in the development of 
coxa plana is this flattened socket with an associated 
ischium varum. As the result of this, most of 
the body weight is brought directly upon a small 
area of the head, since the head rests only in the 
upper portion of the too large and too flat aceta- 
bulum. The pressure stress causes a shifting of the 
lines of stress in the head and neck of the femur to 
which the head gradually conforms. The epiphyseal 
plane becomes more horizontal, i.e., parallel with 
the area against which it acts in the acetabulum. 
It is well known that an increase of pressure may 
lead to a decrease of growth, particularly when the 
power of growth has been enfeebled. 

The author is inclined to the belief that congenital 
dislocation of the hip and coxa plana are very closely 
related. They often occur in the same person or 
family. One of the main causes for congenital dis- 
location is the shallow acetabulum, and the reason 
coxa plana so often develops following the reduction 
of a dislocated hip is the faulty fitting of the head 
in the acetabulum and the resulting stress changes 
in the bone. 

In the treatment the patient should be relieved of 
weight bearing and given free motion of the joint. 

Rosert V. Funsten, M.D. 


Johansson, S.: An Apparently Hitherto Unknown 
Disease of the Patella (Eine bisher anscheinend 
unbekannte Erkrankung der Patella). Zéschr. f. 
orthop. Chir., 1922, xliii, 82. 

The author describes a change at the tip of the 
patella similar to Osgood-Schlatter’s disease which 
he has observed in three cases. This condition is 
found at the age of puberty and manifested clinically 
by a distinctly circumscribed tenderness without 
signs of inflammation. The X-ray shows loosening 
and dispersion of the bone substance. An injury is 
usually given as the cause. In one case a change 
in the bone resembling Osgood-Schlatter’s disease 
was noted also in one tuberosity of the tibia. Treat- 
ment with rest and compresses usually causes the 
disappearance of the symptoms in a few weeks. 

NEvPERT (Z). 
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Campbell, C. W.: Transference of the Crest of the 
Ilium for Flexion Contracture of the Hip. 
South. M.J., 1923, xvi, 289. 


The author describes a very ingenious original 
operation for the relief of flexion contracture of the 
hip. He states that flexion contracture of the hip 
greater than 60 degrees renders the extremities 
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Fig. 3. Ready for closure. 


Detached exit. sup spine 2 


Gluteal muscles dropped into new position and 


fascia partially closed over detached antero-superior spine. 


practically useless, and when both limbs are affected 
the individual becomes a quadruped because walk- 
ing in the upright position is impossible. 

The operation described is a modification of, 
and an addition to, the Soutter operation. The 
author has used it in more than thirty cases. The 
results have been 100 per cent successful and the 
procedure has been found especially valuable in the 
cases of quadrupeds whose condition followed 
infantile paralysis. Campbell recommends the opera- 
tion for contractures following’ infantile paralysis, 
infectious arthritis, hemiplegia, spastic paralysis, and 
congenital dislocation of the hip in older children. 
The technique is a follows: 

The skin is incised along the anterior one-half or 
two-thirds of the crest of the ilium to the antero- 
superior spine and then downward to the outer 
aspect of the rectus muscles for about 2 to 4 in.— 
a typical Sprengel approach to the hip as recently 
advocated by Smith-Peterson. The superficial 
and deep fascia are incised to the crest and antero- 
superior spine, and the antero-superior spine is 
removed with a sharp osteotome. The outer one- 
fourth of the crest is chiseled through from before 
backward, or the anterior two-thirds, or the entire 
crest, as necessary, and then,with a heavy osteotome, 
the entire mass is peeled subperiosteally downward 
to the rim of the acetabulum, above which a tract 
of bone about 1 in. in diameter is denuded parallel 
with the crest of the ilium. 


The raw surfaces of the transferred crest of the 
ilium and antero-superior spine fall by gravity, so 
that the raw bony surfaces approximate. If this does 
not reduce flexion, the anterior structures, such as 
the psoas, fascia, or capsule of the hip joint, may be 
easily attacked. The superficial fascia above is 
stitched to the deep fascia at a point below, the skin 
incision being brought about 1 in. below the crest 
of the ilium to avoid possible pressure. The skin 
is closed with dermal sutures. A plaster cast, ap- 
plied in hyperextension, is worn for eight weeks. 

Campbell has had no fatalities and no alarming 
symptoms in the use of this procedure. He desig- 
nates it ‘‘transference of the crest of the ilium” 
because in from two to three months a massive bony 
ridge can be found along the line of attachment of 
the new crest. 

To illustrate the type of condition under considera- 
tion, though practically all hip contractures are 
amenable to this procedure, one case is briefly 
described and illustrated. 

This operation is based upon proper mechanical 
principles. The removal of the crest with the at- 
tached outer one-fourth and the denudation of the 
dorsum of the ilium give an attachment of the mus- 
cles which is more firm than if they were merely 
severed and left loose in the soft tissues. Bony 
union between these points renders subsequent 
contracture impossible, a recurrence which might 
develop if the muscles remained loose in the soft 
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New crest 
of ilium 


‘OM location of 
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Fig. 4. Schematic drawing showing condition about 
one year after operation, with the formation of a new 
crest of the ilium and attachment of the antero-superior 
spine. 


tissues. There is no great interference with the 
blood or nerve supply. The attachment is merely 
transferred to a lower point. This corrects the de- 
formity and in no way inhibits physiological muscle 
action. 

One very extreme case of quadruped locomotion 
in which a remarkably good result was obtained is 
shown by photographs taken before and after 
operation. Puitie Lewin, M.D. 


Fisher, A. G. T.: Internal Derangements of the 
Knee Joint: A New Method of Exposure. 
Lancet, 1923, cciv, 945. 


One of the most important causes of poor results 
in the operative treatment of internal derangements 
of the knee joint is inadequate exposure with con- 
sequent incomplete operation. With certain excep- 
tions, most operations for internal derangements of 
the knee should be of the nature of an exploratory 
arthrotomy. 

Exploratory arthrotomy is indicated by: 

1. The difficulty of differentiating loose bodies, 
lesions of the internal and external semilunar car- 
tilages, hypertrophy of, or hemorrhage into, a 
synovial fringe or alar pad, and the more rare 
causes of anomalous symptoms, such as foreign 
bodies in the joint, isolated lipomata, diffuse osteo- 
chondromatosis of the synovial membrane, and 
sarcoma. Before arthrotomy is done, extra-articular 
causes which interfere with tendon action and may 
give rise to similar symptoms must be excluded. 

2. Co-existent pathologic factors. Synovial 
chondromata or osteochondromata are not infre- 
quently found associated with injury of the semi- 
lunar cartilage or the presence of a loose body. 
Hypertrophy of the infrapatellar pad of fat is also 


commonly associated with other internal derange- 
ments. 

In the author’s opinion, transfixation and local 
removal of a loose body is unscientific unless it js 
followed by complete exposure. 

As a rule curved or straight lateral incisions over 
the joint space do not yield as satisfactory results 
as the more complete exposure. 

The transpatellar incision into the knee joint 
gives a good exposure of practically the entire 
anterior compartment. In the hands of the surgeon 
who originated the method this is a procedure 
giving good results, but there are physiological 
objections to the transpatellar route, particularly if 
the most accurate apposition of bone and cartilage 
is not obtained. True cartilaginous repair does not 
take place in incisions in the center of articular 
cartilage, and, if such incisions heal at all, it is by 
an imperfect fibrous tissue. Imperfect apposition 
may set up a traumatic osteo-arthritis causing a 
harsh grating when the patella is moved, aching 
and pain. 

The operation described by the author is par- 
ticularly applicable to cases in which the symptoms 
indicate derangement at the inner side of the joint. 
If the derangement is at the outer side of the joint, 
the positions of the incisions in the skin and capsule 
are reversed. 

The skin is prepared by the application of iodine, 
and a tourniquet is applied. The incision is begun 
in the midline an inch above the uppermost limits 
of the suprapatellar pouch, is curved slightly around 
the inner border of the patella, extended along the 
inner border of the ligamentum patella, and ended 
below and slightly to the inner side of the tubercle 
of the tibia. The skin and subcutaneous tissue are 
reflected outward. A midline incision is then made 
through the fascia covering the quadriceps tendon 
and extended downward as far as the tubercle of 
the tibia. The quadriceps tendon, the periosteum 
of the patella, and the ligamentum patell« are 
avoided. This fascia is raised and reflected inward. 
The capsule is then divided 4 in. from, and parallel 
with, the inner border of the patella, the incision 
being extended upward through the inner fibers of 
the quadriceps tendon and downward along the 
inner border of the ligamentum patella. The 
synovial membrane is then divided along the line 
of the capsular incision and the patella dislocated 
to the outer side of the joint. On further flexion 
of the joint, excellent exposure of the entire anterior 
compartment is obtained. The introduction oi the 
finger is poor technique and, with this incision, is 
unnecessary. In some cases the infrapatellar pad 
of fat and the alar pad must be cut. There is no 
objection to moving the joint during the operation; 
in fact, this frequently facilitates the discovery of 
loose bodies or tags of cartilage. 

After the completion of the intra-articular stage 
of the operation, the knee is extended, the patella 
replaced, and the synovial membrane closed with a 
continuous suture of fine catgut. The incision in 
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the alar pad is carefully sutured. If the pad shows 
pathologic changes it is removed. The capsule is 
closed with a continuous suture of stout chromi- 
cized catgut. The fascial flap is next sutured with a 
continuous suture of medium catgut. The skin is 
sutured with interrupted silkworm gut sutures. 
The tourniquet is not removed until the dressings 
and bandages are applied. 

The after-treatment consists in supporting the 
limb in slight flexion on pillows. No splint is used. 
The skin sutures are removed on the seventh day, 
when active and passive movements and massage 
are instituted. The patient is up in a chair daily, 
and at the end of the second week begins to walk. 
The massage and movements are continued. At 
the end of the fourth week the patient is able to 
walk almost normally. Dantet H. Levintuat, M.D. 


Steindler, A.: The Treatment of the Flail Ankle: 
Panastragaloid Arthrodesis. J. Bone & Joint 
Surg., 1923, V, 284. 

The operation presented consists in the complete 
denudation of cartilage from the astragalus and all 
its articulations. This causes an arthrodesis of the 
astragalo-tibial, astragalo-scaphoid, and astragalo- 
calcaneal joints. A plaster cast is then applied to 
the limb from the toes to above the slightly flexed 
knee for three to five months. Toe drop of about 
20 degrees is allowed. 

The operation is indicated especially in cases of 
flail ankle in which there is an equinus, equinovarus, 
or equinovalgus but not much deformity. The 
presence of the extensor of the knee or part of the 
flexors of the knee is of great importance, but strong 
glutei might be sufficient for good knee action after 
the operation. 

Faulty alinement of the knee must be taken care 
of by an additional osteotomy of the tibia. 

The ankylosis obtained by this method is thor- 
ough and solid, and in the majority of cases the 
X-ray shows complete fusion of the joints. In cases 
of extreme calcaneocavus in which backward dis- 
placement of the foot is of advantage, the Whitman 
astragalectomy is preferable. 

The author reviews thirty-six cases treated by 
arthrodesis. Twenty-one of the patients have been 
examined a year or more after the operation. Of 
these. eighteen walk with the foot in the correct 
position and without braces. 

Steindler feels justified in recommending the 
operation as especially suited for drop-foot or drop 
dangle foot. Rosert V. Funsten, M.D. 


De Mata, T. R.: Arthrodesis of the Ankle (Sobre 
artrodesis del tobillo). Rev. espan. de cirug., 1922, 
iv. 404. 

The author’s technique for arthrodesis of the 
ankle is a combination of resection of the articular 
cartilage and the placing of a transosseous bone 
graft of the Lexer type. In the first stage of the 
operation a large Kocher arthrotomy is done with a 
semicircular incision including the external malleolus 


The placing of the bone dowel. 


and extending to the dorsal part of the foot in the 
median line. The external lateral and calcaneal 
ligaments are sectioned and the peroneal tendons 
are freed by dissection at their upper end. The 
external tendons of the toes are carefully freed to 
avoid injuring them and to prevent rupture of the 
dorsal vessels of the foot. The joint is then opened 
and the foot held inward so as fully to expose the 
articular surfaces. All of the investing cartilage is 
then removed, including that of the astragalar pole. 

The plantar stage of the operation consists of a 
median plantar incision which is carried to the bone 
and perforation of the calcaneum and astragalus by 
an electrically driven drill directed so that it will 
perforate the tibia. The perforation of the tibia can 
be made either through the calcaneum and astralagus 
or directly by luxating the foot. The bone dowel is 
taken from the tibia and adjusted carefully to the 
bone tunnel. 

Finally the distal ends of the peroneal tendons 
are sutured to the periosteum of the external malle- 
olus and may or may not be sutured to its proximal 
ends. The operation is concluded by enlarging the 
proximal ends by a Bayer tenoplasty and suturing 
the distal ends to the external surface of the cal- 
caneum. 

The operation is applicable especially to cases of 
infantile paralysis. In a case treated in this manner 
by the author the bone graft had not been resorbed 
a vear after the operation. W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Bérard, L.: Bone Grafts (Greffes osseuses). Bruxelles- 
méd., 1923, iii, 497. 
Bérard deals with thirty-eight cases of bone graft- 
ing done at the surgical clinic of the University of 
Lyons which he has been able to follow for a long 
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period. Fibular grafts were usually employed at 
first, but recently the grafts have been taken from 
the tibia and the instrumentation of Albee has been 
adopted. In depth the piece of bone removed ex- 
tended to the medullary canal. The periosteum was 
left in place. In Bérard’s opinion the presence or 
absence of the periosteum does not seem to have 
any influence upon the evolution of the graft. 

Osteoperiosteal grafts of the Ollier-Delageniére 
type have been used only to obliterate skull defects, 
in cases of persisting pseudarthrosis in one of the 
extremities, and cases of delayed consolidation. 
Homografts were employed in four cases and grafts 
of dead human bone in five. 

The grafts were placed as follows: cranium, four; 
spinal column, five; humerus, two; radius, ten (eight 
autografts and two homografts); ulna, three (two 
autografts and one homograft); tibia, twelve; and 
femur, two. 

In twenty-five of the thirty-eight cases the en- 
tire graft became consolidated. In six cases small 
fragments were eliminated because of suppuration 
in the neighboring soft parts, but the final result was 
not definitely compromised. In seven cases there 
was late elimination of the graft. In three of these 
the pseudarthrosis persisted, but in the others con- 
solidation was favored by the temporary presence of 
the graft and became effective after one or two years. 

To obtain good results with beef bone grafts, the 
contact with the host bone must be as wide as possi- 
ble whether the grafts are dovetailed into the 
medullary canal, placed according to Albee’s tech- 
nique, or made to adhere simply by sliding them over 
the surface. If it is necessary to hold the fragments 
in position, catgut or tendon sutures or metallic wire 
should be used. These are preferable to the Lam- 
botte or Lane screwed plates as when such metallic 
plates are left in place for a long time they tend to 
cause necrosis of the superficial layer of the graft 
and the graft is eliminated when the plate is re- 
moved. Moreover, even if the plates are kept in 
place for a long time, total resorption of the graft 
may occur. 

The best results are obtained with autogenous 
grafts taken from the bone to be repaired or some 
other part of the skeleton. Homogeneous grafts are 
less well tolerated, more easily eliminated by infec- 
tion, and more easily resorbed. It appears that they 
serve only to convey mineral matter and as a frame- 
work for the repair of the bone loss by the remaining 
fragments. The same is true of grafts of dead bone. 

In the cases studied the grafts examined micro- 
scopically some time after the operation had the ap- 
pearance of living bone. W. A. BRENNAN. 


Bazy, L.: The Technique of the Operative Re- 
duction of Old Luxations of the Shoulder 
(Technique de la reposition sanglante dans les 
luxations anciennes de l’épaule). J. de chir., 1923, 
xxi, 145. 


Bazy has devised a new technique for the opera- 
tive reduction of old dislocations of the shoulder 
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which he claims is more simple than procedures em- 
ployed heretofore. 

Free access to the luxated head and the glenoid 
cavity is obtained by making a vertical incision 
along the glenoid cavity and a transverse incision 
forming with the first incision an inverted L or a T. 

Temporary resection of the coracoid process is 
then done to facilitate exploration of the luxated 
head and to throw enough light on the axillary 
nerves and vessels so that injury to these structures, 
a most serious complication, may be avoided. 

Resection of the subscapular muscle permits 
simultaneous reduction of the luxation and opening 
of the articulation for exploration of its cavity, 
The retracted subscapular muscle is the principal 
obstacle to the replacement of the luxated head. 
The disinsertion of the subscapular muscle permits 
wide opening of the joint and gives a view of the old 
and new articular cavity so that the reconstruction 
of an anterior capsular insertion can be accomplished. 
The scapulo-humeral articulation is reconstructed 
by suturing the deep surface of the subscapsular to 
the glenoid ridge and reimplanting the muscle on 
the small tuberosity. W. A. BRENNAN. 


Hannecart, A.: Wire Circling of the Olecranon by 
a New Method (Cerclage de l’olécranon par une 
technique nouvelle). Arch. franco-belges de chir., 
1923, XXVi, 199. 

Hannecart’s method of osteosynthesis of the 
olecranon makes use of the coronoid process to 
support the bronze aluminum wire which encircles 
the olecranon and passes through the tendon of the 
brachial triceps. 

Hannecart has used this method in two cases. 
One was a case of subluxation of the elbow and a 
fracture of the upper extremity of the ulna. In 
both cases the method was easy to carry out and 
entirely satisfactory. Its advantages are: (1) that 
it can be used in all cases; (2) that the coaptation 
of the fragments, even if they are multiple, is very 
well assured and maintained; (3) that the metallic 
wire does not traverse the bones and _ therefore 
does not cause trophic changes such as osteoporosis; 
and (4) that mobilization of the joint is possible at 
about the twelfth day or earlier. W. A. BRENNAN. 


Towne, E. B.: Fracture-Dislocations of the Carpal 
Bones. Surg. Clin. N. Am., 1923, iii, 741. 


The X-ray has greatly increased our knowledge 
of the signs and mechanism of three common in- 
juries, viz., fracture of the scaphoid of the wrist, 
anterior dislocation of the semilunar, and anterior 
dislocation of the semilunar with fracture of the 
scaphoid. 

The author reports four cases which illustrate 
the late results of carpal injuries. 

Case 1 was that of a woman 31 years of age who 
was struck by an automobile. The force of the fall 
was received in the right palm with the wrist and 
elbow fully extended. Examination showed 4 
slightly swollen claw hand and considerable thicken- 
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ing of the wrist. A hard prominence was felt under 
the flexor tendons distal to the forearm bones and 
another on the dorsum of the wrist between the 
base of the third metacarpal bone and the lower end 
of the radius. 

A roentgenogram revealed an anterior dislocation 
of the semilunar and a fracture of the navicular. 
The semilunar and the proximal fragment of the 
navicular were pushed forward and rotated an- 
teriorly 30 degrees by the capitate and other carpal 
bones. 

Two days after the injury the dislocation was 
reduced by pulling the hand down in the line of the 
forearm, and with continued traction the wrist 
was hyperextended. Splints were worn until the 
fourth day when they were removed daily for 
physiotherapy. On the thirteenth day the splints 
were discarded. Ten months after the injury the 
wrist was normal. 

Case 2 was a case of anterior dislocation of the 
semilunar and the proximal fragment of the navic- 
ular associated with median nerve injury, paresis, 
anesthesia, and severe causalgia. This case was 
not treated for five weeks after the injury as the 
condition had not been diagnosed before the author 
was consulted. The lunate and proximal fragment 
of the navicular were excised through a volar 
incision. The median nerve showed moderate 
hyperemia only. Four weeks after the operation 
the sensory loss, the palsy of the small muscles of 
the hand, and the vasomotor disturbances were 
unchanged. The wrist had palmar flexion of 45 
degrees and ulnar flexion of 10 degrees, but no exten- 
sion or radial flexion. 

A second operation was therefore performed as it 
was thought the restriction of radial and dorsal 
flexion was due to the presence of the distal frag- 
ment of the navicular. One year after the second 
operation no further improvement was noted. The 
hand remained weak and showed considerable mus- 
cular atrophy. 

Case 3 was a case of anterior dislocation of the 
proximal fragment of the fractured navicular with 
posterior dislocation of the lower end of the ulna 
and compression of the median nerve. Closed re- 
duction accomplished on the second day was followed 
by an excellent functional result. 

Case 4 was a midcarpal fracture dislocation, peri- 
triquetrolunate anterior dislocation of the hand with 
fracture of the navicular. Examination revealed 
antero-posterior thickening of the wrist and bony 
prominences across its volar and dorsal aspects. 
The bases of the metacarpal bones were displaced 
forward. Closed reduction after ten days resulted in 
good function. Joun M.D. 


Dhalluin, A.: Traumatic Luxations of the Spine 
(Des luxations traumatiques du rachis). Arch. 
franco-belges de chir., 1923, Xxvi, 97- 

Dhalluin reports three cases of traumatic luxation 

of the spine. The first was that of a woman 47 

years of age who had been struck by a street car. 
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The accident was followed by complete paralysis 
of the lower limb and retention of urine. The X-ray 
showed luxation of the first lumbar vertebra back- 
ward and to the right of the second, and fracture 
of the right transverse processes of the third and 
fourth lumbar vertebra. The terminal medullary 
cone and the nerves of the cauda equina were 
destroyed. Such a case is exceptional. Under treat- 
ment by continuous extension, sensation and spon- 
taneous urination slowly returned, but the patient 
is still under treatment after several months. 

The second case was a forward luxation of the 
fourth cervical vertebra with quadriplegia in a man 
who was hurt in a football game, his chin striking 
against the sternum in forced flexion. After the 
accident the patient was unable to move his head 
or limbs and suffered retention of urine. The X-ray 
showed that the fourth vertebra had passed in front 
of the fifth, the upper part of the cervical column 
being pushed forward, and that the lower articular 
process of the fourth had passed in front of the upper 
process of the fifth. Reduction was effected under 
chloroform anesthesia. Three weeks later the 
patient was able to walk, and one month and a half 
later was in fairly good condition. 

The third case was that of a man who fell while 
carrying a heavy weight on his shoulders, the weight 
causing forced flexion of the cervical column and 
forcing the chin against the sternum. The accident 
was followed by total paralysis of the limbs, reten- 
tion of urine, and priapism. X-ray examination 
showed displacement of the fifth cervical vertebra. 
The articular processes of this and the next vertebra 
were widely separated. Medullary lesions were 
marked. Reduction was easily effected but a few 
days later the patient fell into coma and died. At 
autopsy the cord was found lacerated at the site of 
the luxation and completely sectioned between the 
fifth and sixth vertebre. 

Dhalluin discusses the mechanism of spinal luxa- 
tion and includes in his article several roentgeno- 
grams of his case. W. A. BRENNAN. 


ORTHOPEDICS IN GENERAL 


Constantine, M., and Moffat, B. W.: Managing 
Orthopedic Cases. Trained Nurse & Hosp. Rev., 
1923, Ixx, 405. 

Stockinette jackets are used for body casts, and 
tubular stockinette is employed for casts of the 
extremities. Prominent bones and kyphoses are 
protected from pressure by gray felt about % in. 
thick. The most acceptable padding is cotton 
wadding about 6 in. wide. 

Dental plaster usually hardens quickly, but most 
other plasters require at least a handful of salt to a 
basin of water. The plaster rolls are immersed and 
handed to the doctor after they have stopped 
bubbling. 

The finished cast should be exposed to the air for 
twenty-four hours and the patient turned to facili- 
tate drying. A board should be placed under the 
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mattress to prevent sagging and consequent break- 
ing of the plaster. Bradford frames aid the nurse 
and patient materially after the application of a 
spica. 

Interference with circulation due to pressure of 
the cast or operative trauma must be relieved. The 
limb should be elevated and, if necessary, a vertical 
incision should be made in the cast or the entire 
cast split. If neglected, constriction may cause 
pressure sores, gangrene, or Volkmann’s paralysis. 
In the cases of old, paralyzed, or emaciated patients 
pressure sores are almost unavoidable. Burning 


pain under the cast and an odor over a certain area 
will aid in the detection of pressure sores. 

Operative incisions covered by plaster should be 
observed by cutting a window in the cast. If hot 
dressings are to be applied, the stockinette should 
be pulled through the window and the edges shel- 
lacked, the area thus being made waterproof. 
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Patients in a long spica may be made more com- 
fortable in a high Fowler position. Elevation of a 
leg recently operated upon relieves congestion and 
promotes healing. The skin may be rubbed and 
talcum powder distributed over otherwise inaccessi- 
ble areas by passing to and fro a bandage placed 


under the cast with its ends projecting. 


Tubular jersey can be extended from under a 
body cast and reflected over it and the upper edge 
sewed to the lower. Suspending infants and chil- 
dren with incontinence by tapes and rubber-covered 
pillows prevents them from soiling the casts. The 
casts are shellacked when dry so that they can be 
washed clean when necessary. Rough edges should 
be trimmed. 

For the removal of a cast the nurse should pro- 
vide a plaster knife, plaster shears, and acetic acid 
or hydrogen peroxide to soften the plaster. 

Danret H. Levintuar, M.D. 


Of ( 
] 
{ 
| 
| 
| | 
| 
| 
( 
4 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Eloesser, L.: Aneurism of the Common Iliac 
Artery: Gradual Occlusion by Ligation with a 
Free Graft of Muscle. Surg. Clin. N. Am., 1923, 
iii, 681. 

Reviewing the ligations of the iliac artery in the 
century from Gibson’s first operation in 1812 to 
Halsted’s report in 1912, Eloesser found that in a 
total of ninety-two ligations of the common iliac 
artery for aneurism there was only one fatality 
(Trendelenburg’s case). The rarity of aneurism at 
this location is evident from the report of Lucke 
and Rea on 12,000 autopsies in which 321 aneurisms 
of the thorax and abdomen were found but none 
affecting the common iliac arteries. 

The author reports the case of a man of 60 years 
with a history of severe scarlet fever and a chronic 
cough with bloody expectoration. The diagnosis 
of chronic pulmonary tuberculosis was confirmed 
by the demonstration of tubercle bacilli in the 
sputum. The history was negative for lues, and 
repeated Wassermann tests were negative. In 
1918 the patient experienced a sudden attack of 
severe pain in the left groin which was associated 
with swelling in the lower abdomen and groins. 
Rest in the hospital for a month was followed by 
improvement, but subsequently a painless swelling 
of the left leg developed. This also gradually dis- 
appeared and the patient remained in fair health 
for three years. 

In 1922 an attack of severe pain in the back was 
followed by purplish discoloration of the perineum 
spreading to the hips and groins. Simultaneously 
a swelling appeared in the lower abdomen in asso- 
ciation with urinary frequency, swelling of both 
legs, and pressure in the rectum. Physical examina- 
tion revealed a systolic pressure of 146 mm. Hg. 
The temperature and pulse were normal. A large, 
pulsating, expansile mass filled the lower abdomen 
and extended upward to within 1.5 in. of the umbili- 
cus. No murmur or thrill was noted at any time. 
The pulse in the right dorsalis pedis artery was 
good, but that in the left was at times barely pal- 
pable. Both posterior tibials pulsated. A diagnosis 
of aneurism of one of the left iliac arteries was made. 

At operation anesthesia was induced with nitrous 
oxide and local novocaine infiltration. An incision 
was made in the left flank and the peritoneum 
pushed forward. The left iliac artery and vein 
appeared normal. The tumor was found to be 
retroperitoneal and to extend upward from the 
pelvis to the right kidney. The first incision was 
then closed and a second made on the right side. 
This was begun 1 in. above Poupart’s ligament and 
extended upward and backward toward the costal 


arch. The aneurismal sac was identified. Compres- 
sion of the pedicle at the level of the right kidney 
obliterated the pulse in the sac. A muscle fascia 
graft 4 in. long by 1 in. thick was taken from the 
external oblique and swung around the artery. 
Catgut stitches were placed to hold the graft in 
place, and with a second catgut ligature passed 
around the sling thus formed the pulse in the sac 
was completely obliterated. The wound was then 
closed. The operation consumed four hours. 

The postoperative course was stormy. Pulsation 
returned to the aneurism. Thirty hours after the 
operation the patient went into shock. Two blood 
transfusions were followed by gradual improvement 
in the pulse and general condition. The legs were 
warm but showed slight oedema. No pulsation was 
felt in the right femoral, the popliteal, the tibial, or 
the dorsalis pedis arteries. 

The aneurismal sac still remains palpable but is 
somewhat smaller. Pulsation is still demonstrable 
within the tumor mass. Both legs are oedematous, 
but the pain and the urinary and rectal discomfort 
have largely disappeared. Joun W. Nuzum, M.D. 


Kolin, L.: The Anatomy, Clinical Aspects, and 
Treatment of Aneurism of the Superior Mesen- 
teric Artery (Zur Kenntnis der Anatomie, Klinik 
and Therapie des Aneurysma der Art. mes. sup.). 
Arch. f. klin. Chir., 1923, cxxiii, 684. 

Aneurisms of the superior mesenteric artery are 
seen very seldom. The case reported in this article 
was that of a man 29 years old who was suffering 
from endocarditis. Within a period of three months 
a palpable, pulsating tumor developed in the epi- 
gastric region in association with severe attacks of 
pain which were followed by the passage of bloody 
stools. A very severe attack of pain led to lapaiot- 
omy which revealed at the base of the mesentery 
an aneurism the size of an egg, which was covered 
by peritoneum and embedded in indurated tissue. 
In its removal, ligation of the superior mesenteric 
artery was necessary. No trophic disturbances 
were found in the intestine. Death occurred at the 
end of seventeen hours. 

Autopsy showed a dark red, somewhat distended 
intestine and blood in the stomach and intestine, but 
no trophic disturbances. Dissection of the aorta 
showed that the vessel affected by the aneurism 
was the superior mesenteric artery. The ligature 
was 3 cm. from the aorta. The ancurism itself was 
almost filled with coagulated blood. 

The few cases so far reported in the literature 
and the anatomy of the superior mesenteric artery 
and its branches are reviewed. The author comes 
to the conclusion that ligation of the trunk will not 
endanger the nutrition of the intestine if the closure 
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of the lumen occurs gradually so that a sufficient 
collateral circulation can develop, i.e., if the vessels, 
particularly the pancreaticoduodenal artery (the 
connecting vessel between the superior mesenteric 
and the hepatic arteries), can become vicariously 
dilated. The development of the aneurism in Ko- 
lin’s case was caused by a mycotic embolus due 
to the endocarditis. To preserve the nutrition of 
the intestine it is necessary, in extirpating the 
aneurism, to ligate as near the intestinal wall as 
possible so that the other branches of the superior 
mesenteric artery, particularly the jejunal arteries, 
will be spared. Ligation of the superior mesenteric 
vein alone nearly always results in a fatal intestinal 
infarction. The absence of unfavorable results 
following ligation of the vein in the author’s case 
was probably due to the fact that the vein had been 
so compressed by the surrounding indurated retro- 
peritoneal tissue that the venous return was rend- 
ered possible by the dilated gastro-epiploica and 
inferior mesenteric veins. Harms (Z). 


Schoenbauer, L., and Gold, E.: Can Drainage 
Tubes Cause Erosion of Blood Vessels? (Koennen 
Drainagerohre Blutgefaesse arrodieren?) Arch. f. 
klin. Chir., 1923, Cxxiii, 43. 

To determine whether a primary injury to the 
blood vessel is necessary for the occurrence of erosion 
hemorrhage or whether infection alone is sufficient, 
the authors introduced rubber tubes close to the 
blood vessels of animals and examined the resulting 
changes macroscopically and microscopically. In no 
case did they succeed in causing an erosion hemor- 
rhage, evidently because the arterial wall was 
particularly resistant to the bacteria used. They 
concluded that if the wound is kept aseptic and the 
vessels are sound, there is no danger of erosion. The 
blood vessels show no structural changes except a 
proliferation of the intima and widening of the 
adventitia. For the occurrence of hemorrhage there 
must be decreased resistance of the vessel wall such 
as is caused by primary injury to the vessel or 
infectious necrosis. BRUNNER (Z). 


BLOOD AND TRANSFUSION 


Bauer, K. H.: The Inherited and Constitutional 
Pathology of Hemophilia (Zur Vererbungs- und 
Konstitutionspathologie der Haemophilie). Deutsche 
Zischr. f. Chir., 1922, clxxvi, 109. 


This extensive work is based on the 233 hemo- 
philiac families so far known. The empirical law 
of heredity is as follows: 

In hemophilia the sexes are reciprocal; the males 
are the bleeders, but do not transmit the condition, 
while the females, who transmit the condition, do 
not bleed. The author discusses the various 
attempts which have been made to explain this law. 
In his opinion, the hemophilia factor is coupled with 
the sex factor, and is a recessive lethal factor. 

The value of analyzing the inheritability of such 
a condition as hemophilia lies in the possibility of 


demonstrating: (1) a single definite unity of trans- 
mission in man, (2) transmission according to strict 
biological laws; (3) the localization of the transmit- 
ting factor in a certain chromosome; and (4) its con- 
nection with another factor of transmission, the sex 
factor. Moreover, a knowledge of the formal genesis 
of hemophilia and its chemico-physical definition 
permits far-reaching conclusions with regard to such 
types. 

According to the theory of the biology of heredity, 
all transmissible qualities are found, from the first 
nucleus division, in the chromosome constituents of 
all other cells of the organism, each body cell in- 
heriting the entire original chromosome combination. 
Accordingly, the hemophilia factor is present in 
every cell of the body. Sraut (Z). 


Dyke, S. C., Oxon, D. P. H., and Budge, C. H.: On 
the Inheritance of the Specific Iso-Ag¢glutinable 
Substances of Human Red Cells; With a Note 
on the Possible Existence of a Lethal Factor. 
Proc. Roy. Soc. Med., Lond., 1923, xvi, Sect. 
Path., 35. 


From observation made on 384 persons constitut- 
ing seventy-two families, the authors came to the 
conclusion that the properties A and B can never 
appear in the offspring without having been present 
in at least one of the parents, and that, when in- 
herited, these properties appear in the offspring in 
accordance with recognized mendelian laws. 

The observations forming the basis of this ar- 
ticle were made upon material provided by the 
maternity ward of St. Thomas Hospital. With 
the co-operation of the nursing staff, blood was 
collected from the umbilical cords of infants at 
birth and used for ascertaining the group of the 
child. Corpuscles for the same purpose were ob- 
tained from the mothers as they lay in the wards, 
and from the fathers when they visited the hospital. 
In this way observations were conducted upon both 
parents and offspring in ninety-eight cases. 

The blood for ascertaining the group of the in- 
fants was collected in a test tube and allowed to 
clot. The serum was then pipetted off and the cor- 
puscles were washed three times in a 2 per cent 
sodium citrate solution in normal saline. Blood was 
obtained from the parents by finger puncture, the 
drop being collected in similar citrate solution. The 
serum of the parents was not tested, the group being 
determined by the reaction of the corpuscles alone. 

The grouping tests were performed, with slight 
modifications, in the manner previously described 
by Dyke. 

In considering the group to which the offspring 
of any two parents may belong, it must be remem- 
bered that it is not the group which is inherited. 
The dominants A and B and the recessives a and 
are the inheritable factors, and it is on the presence 
or absence of these that the blood group depends. 

So far as groups alone are concerned, ten types of 
mating are possible, but within all these types, with 
one exception, there are many possibilities. 
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The authors’ conclusions are as follows: 

1. The agglutinable properties A and B are 
demonstrable in the blood of the newborn. 

2. In their genetic behavior, these properties A 
and B are dominants. 

3. In their genetic behavior, the agglutinins a 
and are recessives. 

4. The properties A and B cannot appear in the 
blood of the offspring without having been present 
in the blood of the parents. 

With regard to the possible existence of a lethal 
factor the authors state that the data at hand show 
that in all races, whatever the numbers of persons 
belonging to Groups II and III, those belonging to 
Group I are always the least numerous. It would 
seem that there is some factor which inhibits the 
ready production of Group I persons while there is 
no such inhibition in the case of the other groups. 
A suggestion as to the nature of this inhibiting 
factor is supplied by the known facts in regard to 
the lethal effect exerted in certain instances by the 
doubling of the dominant. 

There are two possibilities: (1) That Group I 
includes only persons of this last formula, AB ab, 
and (2) that the three other formule may be pres- 
ent but the gametes produced by them bearing two 
dominants are not capable of fruitful union. 

If the second assumption is correct, a person of the 


formula AB AB will be completely sterile, while. 


persons of the formule AB aB and AB Ab will 
produce only half their proper number of fruitful 
gametes. 

Either assumption would account for a relative 
diminution of Group I persons as compared with 
Group IV persons. Which theory is correct can 
be ascertained only by a series of observations of 
unions involving Group I persons, and such a series, 
because of the rarity of Group I, would be difficult 
to collect. Cart R. Sterne, M.D. 


Jantzen, W.: The Intravital Course of Hzemolysis, 
with a Discussion of Blood Transfusion and 
the Development of Shock from Transfusion 
(Der intravitale Verlauf der Haemolyse, zugleich 
ein Beitrag zur Bluttransfusion und zur Entstehung 
des Transfusionsschocks). Klin. Wehnschr., 1923, 
li, 129. 

{Immediate shock is to be expected only if the 
blood of the recipient is highly hemolytic for the 
erythrocytes of the donor. Under such circum- 
stances destruction of the erythrocytes may follow 
immediately. If the serum is only weakly hemolytic 
and the blood grouping poorly defined, haemolysis 
will occur late, often too late for a preliminary 
test (a trial injection of 10 c.cm. and observation 
of the reaction for ten minutes) to be of use. 

When the serum of the blood injected destroys 
the erythrocytes of the recipient, haemolysis does 


not occur before an hour. The clinical picture is 
determined by the strength of the hemolytic sub- 
stances. Depending upon this, there may be shock 
with hemoglobinuria or merely a variation in tem- 
perature, possibly associated with icterus. 

Because of the difficulty of recognizing borderline 
cases, the microscopic agglutination test will not 
exclude unsuitable donors with certainty. The best 
method of preventing shock from transfusion, if the 
patient’s condition will permit the postponement of 
the transfusion for two or three hours, is the test- 
tube examination for hemolysis. Tromp (Z). 


Siperstein, D. M.: Intraperitoneal Transfusion 
with Citrated Blood: A Clinical Study. Am. J. 
Dis. Child., 1923, xxv, 202. 


The author reports five cases of transfusion of 
citrated blood into the peritoneal cavity of infants. 
The favorable results were similar to those following 
transfusion by other methods. No unfavorable re- 
sults were noted. 

In one patient who died three days after the in- 
jection of 100 c.cm. into the peritoneal cavity 30 
c.cm. of blood were still present, but there were no 
clots or adhesions. Sumner L. Kocu, M.D. 


Ten Broeck, C., and Bauer, J. H.: Studies on the 
Relation of Tetanus Bacilli in the Digestive 
Tract to Tetanus Antitoxin in the Blood. 
J. Exper. Med., 1923, xxxvii, 479. 


The sera ot twenty-six persons with tetanus bacilli 
in the digestive tract were found to contain appreci- 
able amounts of antitoxin. 

The sera of thirty persons in whose stools no 
tetanus-like organisms were discovered were, with 
two exceptions, free from tetanus antitoxin. 

Although the authors have been unable accurately 
to measure the antitoxin content of these human 
carriers of tetanus bacilli, they found that o.1 
c. cm. of serum neutralizes ten times the minimum 
lethal dose of toxin, and it is evident that the 
carriers have acquired an active immunity due 
to the bacilli in the intestinal tract. 

These results definitely prove that tetanus bacilli 
grow in the intestinal tract of man. 

Many persons who have no tetanus bacilli in their 
intestinal tracts and whose serum is free from anti- 
toxin show agglutinins to tetanus bacilli. It is 
probable that such persons have been carriers of the 
bacilli in the past and that the agglutinins have 
persisted longer than the antitoxins. It seems prob- 
able, therefore, that they are potentially immune 
to tetanus. 

If the presence of tetanus bacilli can be establish- 
ed in the digestive tract of man we have a means of 
immunization which might be useful in regions 
where tetanus infections are common. 

SAMUEL Kaun, M.D. 
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ROENTGENOLOGY 


Ivy, A. C., Orndoff, B. H., Jacoby, A., and Whitlow, 
J. E.: Studies of the Effect of the X-Rays on 
Glandular Activity. J. Radiol., 1923, iv, 189. 


The first part of this article is given over to a 
general consideration of the biological principles 
involved when a cell is acted upon by some external 
influence. A distinction is made between irritation 
and stimulation. In view of the known action of 
the roentgen rays, the authors are inclined to skep- 
ticism regarding the accuracy of the phrase “‘stim- 
ulative action of the roentgen rays.” A critical 
review of the literature on the subject is sum- 
marized as follows: 

With the exception of the germinal epithelium of 
of the gonads, glandular epithelium is quite resistant 
to the effects of the roentgen rays. The literature 
presents worthy evidence that the glandular 
activity of some of the glands can be decreased. 
The dosage of roentgen rays required in eachinstance 
has not been accurately determined. As to the 
stimulation of glandular activity by small doses of 
roentgen rays, the literature suggests the possibility 
of such stimulation but it has not yet been demon- 
strated in a single instance. 

The second part of the article deals with the 
experimental work done to obtain additional in- 
formation. The submaxillary glands of dogs were 
irradiated for variable periods under different con- 
ditions and the results carefully checked by controls. 
The experiments are classified as acute and chronic, 
the acute lasting from three to five hours, and the 
chronic from one to nine months. The methods 
used in the acute experiments have been described 
in detail in a previous paper. The chronic experi- 
ments were performed on dogs with a fistula of 
Wharton's duct. The technique used is described in 
detail and the results are tabulated. The conclusions 
arrived at are given in the following summary: 

In acute experiments it was impossible to de- 
monstrate that small doses of the roentgen rays 
stimulated or sensitized the submaxillary gland. 
The results show that large doses of the roentgen 
rays in acute experiments caused an immediate 
depression of the secretory activity of the gland 
which may be explained by an altered blood flow 
through the gland. 

In dogs with a fistula of Wharton’s duct it was 
impossible to demonstrate that small doses of 
roentgen rays stimulated or sensitized the submaxil- 
lary gland. Large doses did not cause an immediate 
depression of the secretory activity of the gland, 
but a differential depression in secretory activity 
occurred which was first manifested from ten to 
fourteen days after the exposure of the gland. 
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One month after the exposure, the gland mani- 
fested a depression to all stimuli used. An alteration 
in the composition of the saliva occurred. Two 
months after the exposures the secretion remained 
markedly reduced in quantity, but its composition 
returned to normal. The depression was not due to 
any general systemic effect of the roentgen-ray 
exposure. 

Fistula of the duct of the gland did not alter its 
secretory activity. 

The minimum dose required to produce depression 
of the secretory activity of the submaxillary gland 
was as follows: 110 kv. max., 10 ma., 25 cm. focal 
skin distance; portal of entry, 28 cm. square; 1 mm. 
aluminum filter; time, forty minutes. 

The submaxillary gland partially suppressed 
with atropin was neither stimulated nor sensitized 
by small doses of roentgen rays. 

The immediate effect of large doses of roentgen 
rays on the histology of the submaxillary gland was 
practically nil. 

The delayed histologic changes were quite marked. 
At fifteen days the gland showed the following 
changes: (1) infiltration of round cells about the 
secretory ducts and blood vessels and in the stroma 
of the gland; (2) a reduction in the amount of 
stored mucus in the cells of the alveoli with evi- 
dences of degeneration of some of the gland cells; 
and (3) a proliferation of fibroblasts in the stroma 
of the gland. No hemorrhages or signs of previous 
hemorrhage were present. At the end of two months 
the glands were smaller and firmer than those of the 
normal control, there was less round-cell infiltration 
than in the glands studied at the end of fifteen days. 
the fibrous tissue stroma was markedly increased 
in amount, and the cells of the alveoli were loaded 
with stored mucus. 

These delayed effects of the roentgen rays on the 
histology of the gland correspond to the changes in 
the physiology of the gland; for example, the re- 
duction of the viscosity and total solids and the 
quantity of the secretion during the first month and 
the return to normal in the composition of the secre- 
tion with a permanent reduction in its quantity. 

Harrtune, 


Pilger: Deep X-Ray Therapy. Arch. Radiol. © 
Electrotherapy, 1923, xxvii, 364. 


The author describes roentgen therapy as prac- 
ticed at Erlangen by Wintz and Seitz who have 
brought it out of the chaos of experimental attempts 
to the basis of a well-founded exact science. The 
first requirement was the construction of power- 
ful high-voltage apparatus, and the second, the 
exact measurement of the quantity and quility 
of the rays. Both of these requirements have been 
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met and it is now possible to administer pre- 
determined and consistent biological doses. 

A brief explanation of the physics and dosimetry 
of the roentgen rays is given. Since only hard rays 
can be used for deep therapy, the soft ones are 
filtered out by zinc and aluminum filters. The 
influence of scattered or secondary rays arising in 
the tissue penetrated is an important factor. The 
“percentage depth dose,” i.e., the relation of the 
dose in the depths to the dose on the surface, 
depends on three factors, dispersion, absorption, 
and scattering. 

The biological requirement for the treatment of 
neoplasms is the giving of a destructive dose with- 
out injuring the adjacent healthy tissue. This is 
made possible by the variable susceptibility of 
different cells. To obtain a more exact solution of 
this problem it was necessary to ascertain with 
exactitude the quantity of roentgen rays which is 
just sufficient to destroy a tumor and no more 
than the normal tissue and the skin can withstand. 
These measurements were based on the ionizing 
effects of the roentgen rays. By means of the in- 
strument used for this purpose, the iontoquanti- 
meter, it has now become possible to regulate the 
apparatus and the tube so that they will always 
produce a constant quality and quantity of roentgen 
rays. 

Certain measurements on the patient’s body are 
next required. Wintz determined a fixed biological 
unit dose—the so-called unit skin dose or erythema 
dose, i.e., a dose that, eight days after irradiation, 
produces a slight reddening, and four weeks after 
irradiation a tender but clearly visible brown. This 
dose as fixed by a certain number of minutes of 
exposure with a certain apparatus running under 
certain conditions and a certain tube was standard- 
ized as 100. It causes discharge of the iontoquanti- 
meter in a certain number of seconds. Thus there 
is a calibration of the iontoquantimeter in relation 
to the biological effect, and the biological effect of 
other tubes can be determined by means of the 
iontoquantimeter. The unit skin dose _ being 
standardized as 100 per cent, it was ascertained, 
for instance, that the cancer-destroying dose is 
about 90 to 110 per cent, the sarcoma dose 70 to 80 
per cent, the sterilization dose 35 per cent., etc. 

The Erlangen technique is based directly upon 
the exact data obtained. Its practical application 
to cause sterilization in connection with certain 
gynecological diseases and in the treatment of 
uterine cancer is described at some length. The 
necessity for using cross-fire to obtain the required 
depth dose is brought out. When this is not feasible, 
it may be necessary to resort to the “distant field” 
method. Some of the dangers associated with deep 
roentgen therapy are mentioned and attention is 
called to the need for adequate preliminary and 
proper after-care of the patient. 

Good results can be obtained in all kinds of 
malignant growths. Whatever the answer to the 
question whether operable cancers should be treated 


with the roentgen rays alone or should be operated 
upon and treated only prophylactically with the 
roentgen rays, there is no doubt that in the develop- 
ment ot deep X-ray therapy a great advance has 
been made in the fight against cancer. The length 
of time it has been in use, however, is still too short 
to determine whether this new branch of treatment 
will ultimately replace surgery entirely. The results 
so far obtained in cases of malignant growths are at 
least as good as those of surgery, and a certain per- 
centage of inoperable cases of malignant growths 
can be cured by the roentgen rays. 

As sarcomata are especially suitable for roentgen 
treatment, amputation should no longer be done 
because of this condition. Still better are the results 
in lymphosarcoma and lymphogranuloma. In the 
treatment of myomata and climacteric diseases the 
results obtained are excellent and the method is 
safe and painless. Therefore operation should not 
be performed in cases of myoma unless the tumor 
affects the region of the bladder and subsequently 
causes further complications, unless it shows necrosis 
and infection, or unless it is so large that it threatens 
the function of the bladder or rectum. 

In the last few years in the Gynecological Hospital 
in Erlangen it has been found that in cases of 
chronic inflammatory tumors of the adnexa the 
suppression of the function of the ovaries for two or 
three years by means of a suitable dose of roent- 
gen rays (a little less than the full castration 
dose) —as suggested by Wintz—excellent results 
may be obtained. Other diseases which can be 
successfully treated with the roentgen rays are 
tuberculosis of glands, tuberculosis of the peri- 
toneum, and tuberculosis of the joints, especially 
small joints. In skin diseases which can be suc- 
cessfully treated wih the roentgen rays it has been 
found that the use of hard penetrating rays gives 
better results than the use of soft rays. Excellent 
results have been obtained in advanced cases of 
actinomycosis. The X-ray has been found of value 
also to suppress the high hyperfunction or to 
stimulate a hyperfunction of glands of internal 
secretion. In the treatment of Basedow’s disease, 
for instance, two-thirds of the unit skin dose to the 
thyroid and the thymus gives excellent results as 
regards almost all the typical symptoms. 

ApotpH Hartune, M.D. 


Hirsch, E. F., and Petersen, A. J.: The Blood with 
Deep Roentgen-Ray Therapy; Hydrogen-Ion 
Concentration, Alkali Reserve, Sugar, and 
Non-Protein Nitrogen. J. Am. M. Ass., 1923, 
Ixxx, 1505. 

As variations in the amount of the non-protein 
nitrogen constituents and other substances in the 
blood may occur with roentgen-ray treatment, the 
authors made a chemical! study of the blood of cer- 
tain patients treated in the routine way with high- 
voltage roentgen rays in the hope of demonstrating 
changes which might explain roentgen-ray sickness. 
The urea nitrogen, the total non-protein nitrogen, 
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the uric acid, the creatinin, and the sugar in the 
blood were determined according to the Folinand Wu 
method, the carbon-dioxide combining power of the 
blood plasma by the Van Slyke method, and the 
hydrogen-ion concentration of the whole defibri- 
nated blood by the gas-chain method. Blood was 
taken from the arm vein before treatment, one to 
two hours after treatment, and again after about 
twenty-four hours. The blood samples were drawn 
into 20- to 25-c.cm. defibrinating tubes containing 
glass beads, in such a way that all of the air was 
displaced, and the blood in the closed tubes was 
defibrinated by shaking. The hydrogen-ion deter- 
minations were made in a McClendon electrode 
vessel, the transfer of blood into the vessel being 
completed without exposure to air. 

The results in eight of the fourteen cases studied 
are given in a table. The results in the others were 
essentially the same. 

These examinations demonstrated no striking or 
consistent alteration in the urea nitrogen, the total 
non-protein nitrogen, the uric acid, the creatinin, or 
the sugar concentration in the blood following 
treatment with the roentgen ray. They showed, 
however, a disturbance of the acid-base equilibrium, 
which is manifested immediately after treatment by 
an increase in the hydrogen-ion concentration and 
sometimes by a slight lowering of the alkali reserve. 
After twenty-four hours these relationships are 
reversed, the hydrogen-ion concentration being 
decreased and the alkali reserve increased. The 
latter observation agrees with the results obtained 
by Hussey in rabbits. The mechanism concerned is 
probably like that of other physiological reactions 
in which the acid-base equilibrium of the body is 
disturbed and a transient acidosis is followed by an 
over-compensating alkali response (alkalosis). In 
the authors’ opinion the cause of the sickness follow- 
ing roentgen-ray treatment may be this disturbance 
of the acid-base equilibrium or perhaps some as yet 
unknown factors associated with it. 

Hartune, M.D. 


RADIUM 


Turner, D.: The Use of Radium in the Treatment 
of Disease. Brit. M. J., 1923, i, 464. 


The principal conditions in which radium has 
been found beneficial at the Edinburgh Royal In- 
firmary are malignant disease, exophthalmic goiter, 
splenomedullary leukaemia, Hodgkin’s disease, ke- 
loids, and nevi. The author cites a case of malignant 
disease confirmed by operation and microscopic 
study which has remained cured for more than seven 
years. The patient was a woman 49 years of age 
who had had a sarcoma for four years and had been 
subjected to four operations. She was admitted to 
the Infirmary by Miles on July 15, 1915. As Miles 
did not consider the case surgical, a dose of 4,180 
mgm.-hrs. of radium was given by external and 
internal application, and in November, 1915, the 
dose was repeated externally only. The growth 
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diminished markedly. At the time the patient entered 
the hospital, it was a large nodular mass adherent 
to the left maxilla, projecting into the suborbital 
region, and interfering with vision, whereas in 
February it was movable and considerably smaller, 
The pathologic diagnosis made following its removal 
was spindle-cell sarcoma. After the operation a 
prophylactic dose of 4,120 mgm.-hrs. of radium was 
given. In January, 1923, the attending physician 
wrote that the patient was well and without any 
trace of recurrence. 

Of malignant affections, rodent ulcer, epithelioma, 
lymphosarcoma, spindle-cell sarcoma, malignant 
disease of the cervix, and sarcoma of the nasal pas- 
sages, and of non-malignant conditions, exoph- 
thalmic goiter, early keloids, and certain nevi are 
very amenable to radium treatment and sometimes 
may be actually cured by it. Conditions which can 
be ameliorated but rarely cured include carcinoma, 
lymphadenoma, and splenomedullary leukemia. 

Small rodent ulcers not affecting the mucous mem- 
brane or bone are easily cured with from 500 to 800 
mgm.-hrs. of radium filtered through 1.5 mm. of 
silver. Those located where the ale nase join the 
cheeks, and those of, or near, the ear are refractory. 
Small epitheliomata of the lip are very amenable to 
treatment. Involvement of the floor of the mouth, 
the tongue, or the fauces is difficult to benefit 
materially with radium. 

Lymphosarcomata are the most susceptible to 
radium of all new growths, but while they disappear 
rapidly they tend to recur and form metastases. 

In malignant disease of the external genitals the 
prognosis of radium treatment is usually unfavor- 
able as recurrence is the rule. The best results are 
obtained in early malignancy of the cervix. From 
6,000 to 10,000 mgm.-hrs. should be given. 

The extent of the beneficial effect of the radium 
is an important question. In postmortem examina- 
tions of cervices treated with radium Bumm found 
that the cancer cells were destroyed only for a 
distance of 3 cm. from the radiating source. It is 
suggested that cells beyond this distance may be 
rendered inert, that is, their power to proliferate 
may be destroyed. From experiments. on mice, 
Wassermann concluded that the rays do not kill the 
cancer cells but merely destroy their proliferating 
power. 

In exophthalmic goiter radiation has been found 
consistently useful. The author has treated 200 
cases with beneficial effect on the general condition 
and special symptoms. From 300 to 500 mgm.-hrs. 
of radium radiation screened to prevent injury to 
the skin should be given over both lobes, the isthmus, 
and the thymus. 

Recurrent scirrhous nodules, even those adherent 
to the bone, disappear but recur. Carcinoma oi the 
rectum is refractory. In Hodgkin’s disease amelio- 
ration may be obtained by applying radium over 
the glands and embedding it. In splenomedullary 
leukemia the application of radium over the spleen 
will reduce the splenic enlargement and the white 
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blood cell count and greatly improve the general 
condition. Recurrence, which will develop in a few 
months, will again yield to treatment, but each 
recurrence yields less readily and eventually the 
patient succumbs. 

In the treatment of exophthalmic goiter and 
nevi in children, the advantages of radium as com- 
pared with the X-ray include: (1) absolutely con- 
stant dosage, (2) greater penetration, and (3) 
quicker effect. Atoysius J. Larkin, M.D. 


Aikins, W. H. B.: Radium and Surgery. Jnicrnal. J. 
Surg., 1923, XXXvi, 189. 

Radium is the best single agent for the treatment 
of epithelioma of the skin without glandular involve- 
ment. The prognosis is less favorable in these cases 
when cartilage or bone is involved. In cases of 
epithelioma of the lip the results of radium treat- 
ment are very gratifying when there is no metastasis 
in the glands. Because of the tendency to metastasis 
in such cases the submental and submaxillary 
regions should be heavily irradiated. 

In cases of rodent ulcers radium is decidedly 
preferable to surgery. Mouth cases require the 
co-operation of the radiologist and surgeon as radium 
alone does not give the best results. In general, the 
malignant tissue should be removed by surgery and 
the area then heavily irradiated. 

The treatment of non-malignant conditions of the 
skin should be undertaken by the radiologist with 
great care, but the results given by radium are 
usually preferable to those of operation. The use 
of radium for the treatment of keloids cannot be too 
strongly urged. Angiomata, warts, and moles yield 
well to radium. Radium is also valuable for lupus 
= psoriasis, eczema, and tuberculous 
ulcers. 

Sarcomata are difficult to handle at best. Radium 
is satisfactory in the treatment of skin sarcomata, 
angiosarcoma, sarcoma of the conjunctiva, and 
epulis. Its results in lymphosarcoma are uncertain. 
The author asks for careful consideration of its use 
for bone sarcoma and cites cases in which a long- 
standing cure was obtained by this means when 
radical surgery had been urged. 

For malignant breast conditions surgery is pref- 
erable to radium, but the author urges pre-oper- 
ative irradiation of the lymphatics and states 
that after operation the operative area, the axilla, 
and the entire lymphatic area should be rayed as 
soon as possible and each six weeks thereafter. 
Recurrent nodules and chronic mastitis yield well to 
radium. 

In cases of uterine fibroids radium is of undoubted 
value and should always be used in uncomplicated 
cases when the woman is over 4o years of age and 
the fibroid is smaller than a five months’ pregnancy. 
In the cases of younger women and in cases of 
fibroids larger than a five months’ pregnancy it is 
contra-indicated. It is contra-indicated also for 
subserous and submucous fibroids and in cases with 
pelvic infection or inflammation. 
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Radium is specific in menorrhagia and metror- 
rhagia due to benign conditions. In malignancy of 
the fundus of the uterus hysterectomy should be 
performed. In inoperable cases radium should be 
used for palliation. There is considerable diversity 
of opinion as to the best procedure in inoperable and 
borderline cases of cervical cancer. The author 
advises radium in borderline cases but does not 
express an opinion regarding operable cases. 

Rectal carcinoma may be treated by operation 
with postoperative irradiation. Radium is used 
successfully for bladder tumors, especially papil- 
lomata. The hypertrophied prostate shows marked 
retrogression under the action of radium rays. 
With regard to cancer of the prostate the relative 
value of operation and radium is still undetermined. 
In cases of toxic and exophthalmic goiter, radium is 
preferable to surgery. In Hodgkin’s disease it is 
very beneficial. Burnham reports permanent cures. 
In myelogenous leukaemia radium holds the dis- 
ease in check and renders the patient much more 
comfortable. The author urges the use of radium also 
for the treatment of tuberculous adenitis. 

Atoysius J. Larkin, M.D. 


MISCELLANEOUS 


Reh, H.: Further Indications for Intensive Helio- 
therapy (Weitere Indikationen zur Hoehenson- 
nentherapie). Strahlentherapie, 1922, xiv, 715. 


Several cases of sciatica and acute neuralgia were 
subjected to intensive heliotherapy. The first 
treatment lasted for three minutes and the others for 
five, eight, and twelve minutes. In the majority of 
the cases the result was good. 

The advantages of heliotherapy are that absolute 
immobilization of the limb is not necessary, the 
patient is not obliged to stop work, and the ad- 
ministration of salicylates is rendered unneces- 
sary. 

The author interprets neuralgia as an infection 
caused by bacteria already present in the body. 
Chilling of the body plays a part in its etiology by 
creating an area of lessened resistance. A similar 
etiology explains a series of diseases which are 
manifested by rheumatic pain occurring particularly 
under the influence of changes in the weather, months 
and years after aninjury. This theory led the author 
to subject to heliotherapy cases of contusion, joint 
effusions, luxations, and lacerations in which the 
condition was not chronic. In these cases also the 
results were good. Diseases of the joint capsules, 
ligaments, muscles, and tendons were cured com- 
pletely in a short time and did not recur. Diseases 
of the synovia associated with only slight changes of 
the joint surfaces healed well and without recur- 
rence after eight irradiations. In cases in which 
destruction of joint surfaces was advanced, only 
alleviation of pain was obtained. 

After the first irradiations the pain was alleviated 
or ceased altogether. After from four to eight 
irradiations the disease was generally completely 
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cured. The author speaks of a “pain dose” and a 
“curative dose,”’ the latter amounting to three or 
four times the former. HauMANN (Z). 


Kolischer, G., and Katz, H.: Surgical Diathermy 
in Its Relation to Radiotherapy. J. Radiol., 
1923, iv, 76. 

The author gives a brief description of surgical 
diathermy and compares its technical and clinical 
advantages with those of the Paquelin cautery, the 
soldering iron, and the galvanocautery. The indica- 
tions for surgical diathermy expanded with develop- 
ment of the technique and improvement in the results. 
Soon the fact became apparent that electrocoagula- 
tion of malignant tumors should be done in conjunc- 
tion with radiotherapy as the therapeutic results 
were better if the raying was applied to hyperemized 
structures. A favorite method of producing hy- 
peremia is the employment of ‘medical diather- 
my” which attracts the blood to the structures by 
heating them moderately but thoroughly with the 
high-frequency current. 

A series of vesical and uterine cancers demon- 
strated that surgical diathermy is the most efficient 
method of improving the healing effect of radio- 
therapy. After disagreeable experiences with total 
coagulation of the tumor mass in cases of extensive 
uterine, vesical, and prostatic cancer, only limited 
coagulation was done and this was followed up by 
raying either with radio-active substances or with 
the roentgen tube. In the course of further observa- 
tions it was noticed that raying applied soon after 
electrocoagulation seemed to give better results 


than radiotherapy administered some time later. 

It therefore has become routine to coagulate 
malignant tumors only to a limited extent, and to 
administer the therapeutic rays within forty-eight 
hours. In this way very satisfactory results have 
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been obtained as even in apparently hopeless condi- 
tions a clinical cure has been effected. The term 
“clinical cure” is chosen for these cases because 
the case of uterine cancer treated earliest was 
treated only five years ago and the case of vesical 
cancer treated earliest was treated only three years 
ago. 

Investigation of the immediate results of surgical 
diathermy demonstrated that beyond the zone of 
necrosis and sealing of the lymphatics it creates a 
zone of pronounced reaction, an area of aseptic 
inflammation characterized by the appearance of 
numerous round cells, leucocytes, and fibroblasts, 
All these are cells of high vitalistic function. It was 
found also that the cells composing the fibrous 
tissue become energized, this being evident from the 
fact that they accept vital staining. It is fair to 
assume, therefore, that cancer cells lying in this 
perithermic zone also become energized and that 
under this increased vital potency they may produce 
materials which, if brought into the circulation, may 
stimulate the endocrine glands to the production of 
defensive and protective ferments. These biological 
considerations, together with the clinical observa- 
tions, suggest that only the decayed and decaying 
malignant cells should be destroyed by surgical 
diathermy, the malignant cells which are still at 
the peak of their periodicity of life being left to the 
influence of radiotherapy. 

The conclusions drawn are summarized as follows: 

Surgical diathermy is a potent factor enhancing 
the efficiency of radiotherapy. 

Electrocoagulation and raying seem to furnish 
the possibilities of a true chemotherapy of malignant 
tumors. 

Raying must be administered while the _peri- 
thermic zone shows pronounced reaction. 

Apotex Hartunc, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Dubreuilh, W.: The Treatment of Leprosy (Traite- 
ment de la lépre). J. de méd. de Bordeaux, 1923, xcv, 
151. 

We know that leprosy is contagious but not how 
the contagion is carried. Inoculations have been 
negative, and in spite of the research of Ehlers, 
Marchoux, and Bourret, no intermediate host for 
the transmission of the disease has been found. In 
Norway, following isolation of those affected by the 
disease, the number of lepers fell from 2,858 in 1856 
to 180 in 1919. Ambulatory cases are carefully 
watched in order that they may not spread the dis- 
ease. 

In Hawaii every leper is sent to the hospital at 
Kalihi where he is treated, apparently cured, and 
then freed on condition that he will return at regular 
intervals for examination. Progressing cases are 
sent to the leper’s colony at Molokai where they are 
given work and the usual distractions of village life. 
Wives and husbands are permitted to live together, 
but when children are born in the colony they are 
taken away as soon as possible and raised elsewhere. 
Leprosy is not necessarily fatal; even advanced cases 
may become cured. Such cures are usually spon- 
taneous. 

Foremost among the agents which have been 
used in medical treatment are vaccines and sera. 
Scholtz and Klingmuller excised leprous lesions, 
expressed pus from them, and inoculated this pus 
into those suffering from the disease. Wooley 
sterilizes this pus first. From leprous tissue which 
has been dried, triturated with sand, filtered, and 
sterilized an emulsion has been made for hypodermic 
injection. Williams, in 1920, claimed one cure from 
such injections, but Castellani and Little stated that 
the patient was not cured and that the method had 
failed in their hands fifteen years previously. 

The bacillus of leprosy has been sought but cul- 
tures from an acid-fast bacillus sometimes found in 
the tissues have failed to give a cure. Rost’s “‘lepro- 
line” is the glycerine extract of such a culture. 
Deycke’s “nastine” is an ether extract. Both of 
these have failed, as have tuberculin, horse serum, 
snake venom, mercury, carbolic acid, arsenobenzol, 
and potassium iodide. Amino-arsenophenol has 
given some promise of success. In the Orient, chaul- 
moogra oil, a soft, yellowish solid, has been used as 
a cure for leprosy for several centuries. The dose 
tolerated is variable, ranging from 1 to 200 drops. 
The purified oil may be used for subcutaneous or 
intramuscular injection. It has also been given intra- 
venously, but the danger of pulmonary fat embolism 
must be considered. Especially dangerous are in- 
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jections of mixtures of the oil and ether. Ethyl- 
ether extracts of chaulmoogra acid are now consid- 
ered best. These are injected into the gluteal muscles 
once a week, the dose being gradually increased from 
1 to 5c.cm.,and the treatment continued for months 
or years, even after the cure seems complete. The 
area injected is painful for two or three days. 
SpEED, M.D. 


Westmann, S.: DiabeticGangreneand Its Treat- 
ment (Die diabetische Gangraen und ihre Behand- 
lung). Zéschr. f. aerztl. Fortbild., 1923, xx, 137. 


After it was decided that in cases of associated 
gangrene and diabetes, the diabetes was the primary 
factor, the question arose as to how gangrene 
developed in the absence of a skin lesion and without 
the entrance of pyogenic bacteria into the blood. 
Whether it develops as the result of faulty diffusion 
between the tissues and the blood or whether it is 
due to arterial thrombosis (most of the subjects 
being old persons with arteriosclerosis) has not yet 
been determined. 

In light cases of diabetic gangrene good results 
may be obtained by diet and the delay of other 
treatment until demarcation occurs. If the patient 
is already septicemic little hope remains. Because 
of the better results which were obtained from wide 
opening of diabetic carbuncles more active treat- 
ment is now recommended for diabetic gangrene of 
the lower extremities. The site of operation depends 
upon the state of the arteries. If the foot arteries are 
still palpable, incisions extending to the sound tissue 
and excision of the gangrenous tissue may be suff- 
cient. Otherwise amputation is indicated. Its site 
depends on the extension of the gangrene and the 
patency of the arteries above. 

The prognosis is unfavorable when inflammation 
extends along the veins and lymphatics of the thigh, 
and when acetonuria and coma are present, but even 
under such conditions, strict diet—starvation treat- 
ment especially—and the administration of large 
quantities of alkali by mouth, by rectum, and intra- 
venously in conjunction with surgery may be bene- 
ficial. Two such cases are reported. Rress (Z). 


Brown, W. H., and Pearce, L.: Studies Based on a 
Malignant Tumor of the Rabbit. I. The 
Spontaneous Tumor and Associated Ab- 
normalities. J. Exper. Med., 1923, xxxvii, 601 


The following is a summary of the most important 
findings made by the authors in a study of the 
development of a malignant tumor at the site of a 
primary syphilitic lesion in the scrotum of a rabbit 
about four years after inoculation: 

1. A mild but persistent syphilitic infection with 
an occasional relapse and the eventual development 
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of chronic inflammatory lesions in the skin asso- 
ciated with atypical epithelial proliferation. 

2. The occurrence, at about the same time, of 
extensive degenerative changes in the dermis ac- 
companied by an atypical growth of hair follicles 
with the production of diffuse and nodular areas of 
thickening and induration. 

3. The development of a growth in the skin of the 
left scrotum which recurred after removal, spread 
diffusely over adjacent parts of the skin, and 
metastasized to the regional lymph nodes and 
internal organs. 

4. The transplantation of the growth to other 
rabbits by intratesticular inoculation and the 
successful propagation of the growth over a period 
of nearly two years (twenty generations). 

5. The development of a cachexia and of pressure 
phenomena from metastases involving the cervical 
and lumbar regions of the spinal column, which 
eventually led to the death of the animal. 

6. The discovery, postmortem, of an extensive 
leucoplakia of the tongue and buccal mucosa, 
chronic inflammatory lesions in the cesophagus with 
atypical epithelial proliferation, and a nodular 
growth in the left testicle differing in character from 
that in the scrotum. 

7. The presence of extensive degenerative changes 
in the vascular system, degeneration of the paren- 
chymatous organs, atrophy of the thymus and 
lymphoid system associated with chronic lympha- 
denitis, atrophy, degeneration, and necrosis of the 
suprarenals, and atrophy and hyperplasia of the 
thyroid with chronic thyroiditis. 

The authors reach the conclusion that the growth 
in the scrotum was a neoplasm of epithelial origin 
composed of cells allied to those found in the bulb 
and root sheath of the hair. 

GrorceE E. Brrtsy, M.D. 


Sugiura, K., and Benedict, S. R.: The Influence 
of Inorganic Salts upon Tumor Growth in 
Albino Rats. J. Cancer Research, 1922, vii, 329. 


The authors studied the influence of thirty-two 
inorganic salts on the Flexner-Jobling rat carcinoma. 
The salts were given orally. 

Copper sulphate, arsenic trioxide, potassium 
carbonate, and calcium chloride had a retarding 
influence upon the growth of the tumor, but this 
was not marked. Copper sulphate, the most effec- 
tive agent, appeared to have an immunizing action. 

Tellurium nitrate and selenic acid were found to 
have a very marked toxic effect upon rats, but no 
influence whatever upon the proliferating power of 
the tumor ¢ells. 

Magnesium carbonate and magnesium chloride 
had a slight accelerating influence upon the tumor 
growth. Emit C. RositsHex, M.D. 


Wood, F. C.: Recent Cancer Therapy. Canadian M. 
Ass., J., 1923, xiii, 152. 


The greatly increased interest in the treatment of 
cancer is due not entirely to the fact that the record- 


ed frequency of the disease shows a marked increase, 
The dramatic circumstances of the discovery of 
radium and the extraordinary phenomena which ac- 
company its biological action on the tissues have 
made the subject of interest to the commercial dealer 
and the newspapers who feature all the spectacular 
results and fail to publish the fatalities. 

The radium enthusiasm has now about run its 
course. The price has fallen more than a third, 
primarily because of a buyers’ strike. Physicians 
do not care to invest a large sum of money in a sub- 
stance of such limited capacity. The dermatologist, 
however, will always have need of a moderate quan- 
tity of radium to treat semi-benign superficial tumors 
of the basal-cell type, and the gynecologist will also 
require it to treat inoperable carcinoma of the 
cervix. We should not allow the high optimism to 
be replaced by an extreme pessimism for, although 
radium may not cure many cancers, it is a valuable 
adjunct to surgery and a useful palliative in inoper- 
able cancer. 

The waning of enthusiasm for radium therapy 
has been followed by great interest in the so-called 
deep X-ray generated by machines delivering cur- 
rents in excess of 200,000 volts. This also is of value 
but does not cure the deeper primary growths. 
Publicity has resulted in a very unfortunate situation 
as persons with operable growths often insist that 
radium or X-ray treatment be given, and many are 
now refusing to submit to surgery even when told 
that the results of radiation are far less certain than 
those of complete removal. 

While radium may be used as a palliative measure 
in certain inoperable cancers, it should never be em- 
ployed extensively in cases in which tumors involve 
blood vessels and vital organs and there is advanced 
cachexia; in these it will hasten death. Only very 
small doses may be given to relieve pain and im- 
prove the mental state. 

Cancer of the stomach is the most unsatisfactory 
field for radiation. The author believes that in a 
borderline case gastro-enterostomy is far better than 
radiation. The close proximity of important organs 
renders effective raying impossible and therefore any 
radiation only hastens death. 

In cancer of the breast the best treatment is the 
most extensive operation possible followed by very 
heavy raying given for a year or two at increasing 
intervals. The author has never seen a skin recut- 
rence after such treatment. When the sternum or 
ribs are involved the problem is difficult. Mediasti- 
nal metastases are incurable. / 

Cases of bladder and prostate carcinoma are in- 
operable or borderline cases. If the surgeon is ex- 
tremely skillful he may be able to cure 30 per cent of 
them. In the others, heavy radiation with the X-ray 
gives some relief. If there is obstruction a supra- 
pubic cystostomy should be done, as much of the 
tumor removed as possible, and radium needles insert- 
edinto the base. In certain cases of carcinoma of the 
prostate without obstruction repeated radiation 
without opening of the bladder may give palliation. 
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Borderline and inoperable cases of cancer of the 
oral cavity are best treated with radium needles. In 
operable cases the primary growth and the sub- 
mental and cervical lymph nodes should be removed. 
Many inoperable cases have been treated with an 
overdose of radium or X-ray. It is better to give a 
dose only sufficient to cause shrinkage and then to 
remove the cervical lymph nodes. 

In bone sarcomata the pathologist has thus far 
been unable to determine the degree of malignancy 
of the different types of growths and until this is 
determined there will be much uncertainty. If these 
cases cannot be cured by surgery they cannot be 
cured by radiation, for osteosarcomata and chondro- 
sarcomata are so highly resistant to radiation that 
they are as often stimulated as inhibited by large 
quantities of inserted radium or intense high-voltage 
X-ray treatment. 

In pre-operative raying of operable cases the opera- 
tion must be done within forty-eight hours after the 
raying, and the skin over the radiated area must 
be excised. 

Pigmented moles should never be treated with 
radium, the X-ray, caustics, freezing agents, or the 
cautery, but should be widely excised. 

In carcinoma of the cervix of the uterus radiation 
may well compete with surgery. Astonishing pallia- 
tive effects are obtained, and a few advanced cases 
have been free from recurrence for four or five years 
after radium treatment. Only one large dose should 
be given. Carcinoma of the body of the uterus 
should always be treated by hysterectomy. The 
tumors are of low-grade malignancy, forming metas- 
tases late, and the results of operation are extremely 
ood. 
’ The only other condition in which radium can 
compete with surgery is the basal-cell tumor of the 
skin. Such tumors yield to erythema doses and most 
of them can be cured by a single treatment with 
either the X-ray or radium. Recurrences, however, 
are very resistant to this treatment. 

In summarizing the author makes the following 
statements: 
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Operate upon all operable malignant growths. An 
inoperable carcinoma should be treated with radium 
if it is small and fairly well localized, but if it is ex- 
tensive, it should be treated with the X-ray. Even 
if radium and the X-ray never effected a cure their 
use would be justifiable on account of the palliation 
they often give, which exceeds that obtained by any 
other known method. Paut W. Sweet, M.D. 


Sempréin: The Future Surgery of Cancer (Le 
futura cirugia del cAncer). Rev. espa. de cirug., 
1922, iv, 478. 

A study of the cancer cell shows that it is charac- 
terized by a high content of glycogen. Cancer can 
be treated in the same way as rabies without the 
discovery of the true nature of the virus. Semprain 
found that, in vitro, a basic quinine salt to which 
eosin is added is inert toward a virulent emulsion 
of cancerous tissue but active when it has been ex- 
posed for two hours to the radiations of a mercury 
quartz lamp. If a cancerous emulsion or serum to 
which has been added quinine-eosin solution that 
has not been exposed to the mercury quartz rays 
is injected into animals, positive results are obtained 
in 48 per cent, but when the quinine solution is ex- 
posed to the rays the positive results after injection 
are reduced to from 22 to 26 per cent. Semprfin 
discusses the causes of this immunity and the 
prophylactic value of serum therapy in certain 
clinical cases. 

With regard to the surgical treatment of cancer 
Semprin states that before operation the patient 
should be subjected toa preliminary treatment with 
injections of radiated serum until there is improve- 
ment in his general condition, and that the instru- 
ments and suture materials used at operation should 
also have been exposed to the rays of the mercury 
quartz lamp. After completion of the operation the 
operative field should be exposed for fifteen minutes 
to direct radiations of the mercury lamp placed at 
a distance of 40 cm. and moved at intervals so that 
all parts will be well irradiated. After this exposure 
the wound may be sutured. W. A. BRENNAN. 
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